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ABSTRACT

Maternal Wellness: Self, Matrescence, Obstetric Violence, and Self-Care
by
Vanessa V. Vales-Lewis

Advisor: Konstantinos Alexakos
In this dissertation, I engage in a self-study through an examination of my experience of
matrescence (i.e., the transition to motherhood). I discuss my praxis in the development of a selfstudy on maternal wellness as it applies to my well-being as both a researcher and the
researched. In Chapter 1, I preface this study by highlighting critical scholars and the bricoleurs
who have been foundational in my undertaking of this work on a narrative study on maternal
wellness. Using bricolage as part of a research methodological framework that involved key
scholarly methodologies of authentic inquiry, emergence and contingence, and narratology, I was
not sure of where this research would culminate. Nor could I predict the outcomes of this
research using the traditional scientific method approach. I had no hypothesis to prove or
disprove as conventional scientists have done for hundreds of years within the field of research
and science. I was venturing far from what was familiar to me with no way of understanding
where or when I would end or what I would find. This type of research was both intimidating
and inviting to me, as I had no idea what would emerge from this experience. The idea of
acquiring knowledge from this practice and accepting this involved taking on a new paradigm of
research––not knowing yet whether the study would be rewarding or worth writing about, I
persisted.
In subsequent chapters of this study I document key experiences that were
transformational in my wellness journey. I will proclaim this—while developing this self-study, I
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was not aware that I was on a wellness journey. It unfurled through my lived experiences, which
led me to situate myself within this type of work further. When I began this journey in 2015, I
was not yet a mother, nor was I aware that I would be writing about maternal wellness. I was
pregnant with my first child and was navigating the world as a pregnant woman who just
happened to be a graduate student or a female graduate student who just happened to be
pregnant. Though these situations may look and sound the same, they hold dissimilar
encumbrances when contextualized within societal constructs. Through time and experience, I
learned just how much these societal constructs played a role in my ontologies as a mother |
researcher. I use Alexakos (2015) defined role of dialectics and depictions of them with a Sheffer
stroke ( | ) to show the interconnectedness of opposites and the codependence of their opposite
relationships throughout this work. It was the moments and occurrences that have brought me to
an impasse that made me challenge my ontologies. Throughout this journey, I interrogated and
even reconstructed my own beliefs, values, and knowledge systems of what it meant to exist as a
transitioning mother. Writing this dissertation allowed me to phenomenologically learn,
interrogate, and grow from my experiences as the researcher | researched and reflect on the
phenomenological experiences of my transition to motherhood. Based on the theoretical
framework of matrescence, I do not quite consider this project complete. It has only just begun.
This dissertation on maternal wellness is more than a fulfillment of the requirements for
my doctoral program, but the epithet that assents to my experiences as a mother, student, and
researcher. It is through these lived experiences of my doctoral career that I write and lean into
my changing ideologies within my transition to motherhood and their emergent and contingent
nature. The product of these experiences captures meaningful narratives in which I share within
this dissertation. The reflective nature of this narrative study has allowed me to develop a
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supportive framework to expand the reach of current birth education curricula. I coined this
supportive framework Holistic Birth Education in Matrescence (HBEM), which I believe can
complement the existing birth education frameworks and better serve mothers in the transition to
motherhood. It is through this study that I have also learned to practice self-care and self-love as
a new mother, thus ending this dissertation (but not this journey) with a better outlook on having
meaningful, personal, and sustainable wellness while hoping to create ripple effects.
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PREFACE: ABOUT THIS DISSERTATION
For me, becoming isn’t about arriving somewhere or achieving a certain aim. I see it
instead as forward motion, a means of evolving, a way to reach continuously toward a
better self. The journey doesn’t end.
–Michelle Obama, Becoming

Figure 1. Schema of pathway through the maternal wellness self-study.
When I began this journey, I did not have a plan. As outlined in Figure 1, the details of the
project chapter titles emerged on the contingence of my lived experiences and were heavily
revised as I began to make meaning of them. Though Chapter 1 provides the praxis to my selfstudy, the catalyst to the foci on this self-study unfurls in the subsequent chapters. With the
emergence and contingent nature of this study, a rewrite of Chapter 1 was required for the
completion of this dissertation as many of the theories and philosophies discussed in the
subsequent chapters were unknown at the time. The very nature of the research changed based on
the needs of the project as I began to solely direct the gaze and focus on myself. As I wrote
Chapter 2 on matrescence (i.e., the transition to motherhood), I learned of the complexities of the

xii

everyday lived experiences of becoming a mother post hoc. Corresponding with my own lived
experiences, I further interrogated my own ontologies and epistemologies during this transition
as they related to wellness. Chapter 3 offers insight into one of the complexities of livedmotherhood transitions (birth violence) and Chapters 4 and 5 delve into the analyses of the
phenomenological occurrences of my transition to motherhood and how it compares to birth
preparation education with recommendations (Holistic Birth Education in Matrescence
framework). I begin this section by stating that this study has not in itself concluded but is a
continuous process that is emergent and contingent on my lived experiences.
The journey to matrescence in the existential context continues throughout one’s life, so
in theory, this is an unfinished project. This dissertation offers a glimpse into my personal
experiences and the challenges I faced within the prenatal, perinatal, and postnatal phases of
motherhood. This journey is not to be generalized but to offer a perspective not seen in
traditional academic outlets. My body, my voice, my perspective, my values, and the experiences
I share in this work are entirely personal. The study of my shared narratives is, in turn, my
documentation of my transition to motherhood and a way of shedding light on the disparities that
exist within our maternal healthcare system. I intended to paint a picture that goes beyond the
statistical and emotionless public health numbers touted by medical experts and the countless
research studies on maternal health that discuss the “what is happening” approach to occurring
phenomenon. This work prefaces the “what is happening” with a narrative of “why is it
happening” to provoke and challenge the ideology that these statistical incidences of maternal
health outcomes are a manifestation of the disproportional lived experiences of mothers within
today’s society. I am not only sharing my story as fulfillment for my doctoral dissertation but as
a contributing mother who has found and developed the courage to share this voice in academia.
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By addressing maternal health and wellness equity in this narrative study, I am not only inviting
others to learn about my embodied phenomenological experiences through each chapter, but
outlining how a narrative can be a form of valuable research using a bricolage of methodologies
to create something new and whole. I hope that when sharing this work, there will be ripple
effects within the maternal wellness community to address the issues that did arise in my lived
experiences. Last, by taking on a self-study, this, at the very nature, becomes the preface of
future interests in self-studies on wellness as the benefits of these types of studies can have
significant impacts on what truly matters most: thyself.
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AUTHOR’S NOTE ON THE SUBMISSION OF THIS DISSERTATION:
TIME AND NARRATIVE
Apropos to this project and the methodology of the narrative study, I thought it would be most
fitting to document that at the submission of this project, the COVID-19 pandemic is occurring.
As New York City is currently on “pause,” there is a sense of familiarity in my situation in
which everyone is ordered home and are working remotely. The dialectical relationship between
my family | work | life is blended and, at times, a very delicate balance. I cannot help but reflect
that on the re-reading of my dissertation, the overwhelming feeling of adjusting to this new
normal is oddly familiar. There are situations of stress, anxiety, depression, sadness, mourning,
and others while trying to adjust to this transition to the new normal. It is almost as if I am
reliving my postpartum phase of matrescence. As I have developed an awareness of how vital
“self” is in transient periods, I am doing my very best to engage in self-care through a set of
meaningful actions to promote mental, physical, and emotional well-being in my continued
transition in motherhood. Chapter 4’s self-care purpose has come to the forefront in my
adjustment to this new normal.
I share this as part of a reflection of Ricœur’s (1984) Time and Narrative, as I cannot
separate the textual meaning of this work without referencing the living practice of the time in
which I am currently living. As we are transitioning to unknown territory, it is essential to
document that I, myself, cannot say the coping mechanisms I developed in the journey through
matrescence will apply to all situations. Though I have learned more about myself through this
study, the theory of matrescence, which is an evolving life transition phase that can occur
throughout one’s life, is currently layered on another societal transition of crisis management––a
pandemic. The ideology of the emplotment of these events looms over my coping strategies, and
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for this, I am treading cautiously. My priority right now is self-care and my family’s well-being
as they go hand in hand during this unprecedented time.
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CHAPTER 1. DEVELOPING THE PRAXIS FOR CONDUCTING A SELF-STUDY ON
MATERNAL WELLNESS
Abstract
This chapter is an introduction to my dissertation project on maternal wellness. I discuss how I
came to the praxis of a self-study and outline the processes (e.g., Tobin and Richie’s [2011]
event-oriented inquiry) that led me to take on this wellness journey. I highlight and examine
critical scholars and their respective literature and contributions in academia and how they have
played a role in my foundational understanding in undertaking this self-study on wellness. Thus,
my goal was to provide the reader with context on how a self-study can be developed from
hermeneutic-phenomenological methods by asking the questions: What is happening? Why is it
happening? And what more is there (Tobin, 2015)? As a researcher asks and develops the
answers to these questions, more information is revealed that can result in ontological shifts. This
chapter serves as the foundation for understanding how narrative studies are completed in
educational contexts. In this maternal wellness project I used a bricolage of these methodologies,
such as authentic inquiry, event-oriented inquiry, and narratology, to document the phenomena
occurring during my transition to motherhood (matrescence).
Positive.
“Dwayne, we’re pregnant!” I shouted.
I called my husband into the bathroom to view the home pregnancy test I had just taken.
With his Xbox controller in his hands, he says, “yay!” as he goes right back to the living
room to continue playing Call of Duty.
I chuckled, beaming from ear to ear.
I had just let my spouse know that our lives were going to change and that the next call of
duty would be our new baby.
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What I did not know at that time was BY HOW MUCH our lives would change.
In the summer of 2015, my husband and I learned we were expecting our first child. As
new parents-to-be, we were flooded with the emotions of being excited, overwhelmed, scared,
and the preparation of planning for a life-changing experience of bringing and raising a child into
this world. Immediately after learning the news, we did what we thought was the responsible
thing to do––we shared the information with our loved ones, friends, and colleagues and
consulted medical professionals to learn more about my condition. I use the word condition as
this has been the word personally used to me to portray pregnancy throughout my prenatal and
perinatal experience. The word condition, which is used as a noun other than a verb under the
contexts in which I was in, is defined as the circumstances affecting how people live, work, or
play concerning their safety or well-being. My employer at the time categorized pregnancy in the
employee handbook as a “serious health condition.” I remember this description vividly as I was
skimming it to find any references to the “maternity leave” policy and what benefits were
extended to employees. At the time, I worked for a public health organization in which the
mission, in short, was to bridge the gap in health disparities in local communities. I honestly
thought that because I worked for an organization that touted its mission and vision of addressing
health disparities, clearly there should be some benefit for employees who work to make this
mission possible.
Knowing all too well that at the time of my pregnancy there was no universal paid
maternity leave in the United States, I was just hopeful that an organization like the one I worked
for would have an exception. After reviewing the employee handbook and not finding an
exclusive maternity leave policy, I deferred to my supervisor to find a solution. To her dismay,
she was surprised by the categorization of maternity-related procedures. For the first time in her
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life, she had reviewed the employee handbook herself to locate a maternity leave policy (as she
did not have children of her own, the concern had never been applicable for her to review until
now). This unknown led me to ask the question: In the 25 years of this organization’s operation,
has no one ever been pregnant here? I asked the question aloud to my supervisor and she replied
that “no woman has ever been pregnant here; I do believe you are the first.” As she reviewed the
policies, she informed me that she would get back to me with an answer on the maternity-related
policies after she had conferred with the chief executive officer. After consulting with her, she
later informed me that pregnancy-related illnesses were characterized as a “serious health
condition” and were treated as such under the medical leave of absence policies outlined in the
employee handbook. I deferred to the handbook again to learn more about what my employer
considered a serious health condition. As outlined by my employer’s October 2013 Human
Resources Policies and Procedures Manual, a serious health condition “is an ailment that
interrupts the employee’s ability to work for more than a few days. This ailment could be workrelated, pregnancy-related, or non-work-related illness or injury.” Unfortunately, at the time of
my first pregnancy, there was no paid maternity leave policy. The only guarantee I had was up to
26 weeks of unpaid job security. This harsh reality was the start of me learning just how short the
end of the stick was for pregnant women in U.S. society. Nevertheless, I continued to navigate
the world as a pregnant woman, something I knew I had to do physically, emotionally, and
mentally but nothing could have prepared me for what to expect as a woman who is pregnant,
societally.
After learning of the news of my pregnancy, my loved ones and friends projected their
thoughts and ideas on “what kind of condition I was in or what kind of condition I was not in”
for participatory and inclusion reasons. I was not opting to bungee jump off the Empire State
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Building, but from the way I was treated, it was as if I had planned to do so. Then the barrage of
advice came in, warranted or not. This unsolicited form of well-intended treatment was
something for which I was not prepared, especially from people I had never received advice from
before. Physically, my health was not ideal for pregnancy. I was severely obese and had a history
of high blood pressure and high cholesterol with a maternal family history of preeclampsia and
gestational diabetes. I also was born premature (gestational age of 33 weeks), which has its
predictors for health outcomes in individuals born at an earlier than normal gestational age (less
than 38–40 weeks). During my prenatal visits, my doctor discussed how serious my condition
could get because of my health history, family history, and “pre-existing conditions.” From the
way she described my predisposition, it was if I had just walked into the office as a medical
liability.
I can recall during my first prenatal visit—roughly 1 month after I discovered I was
pregnant via a home pregnancy test––my doctor reviewed my new patient questionnaire form
with me, which queried about personal information including my health history and family
health histories. She began to riddle off her concerns to me with regard to my height, weight, and
small pelvis size. She immediately labeled my “condition” as a high-risk pregnancy and said I
would need much more closer monitoring. As I got further into my pregnancy, my outlook and
ever-changing perspective on preparing for motherhood shifted from a positive and exciting
experience to one of anxiety, shame, and fear. I no longer saw myself as a pregnant woman
carrying her developing child, but a vessel that needed to work hard to maintain homeostasis to
survive the stressors of my condition. I kept a journal of my pregnancy experience to document
and interrogate the new phenomenological occurrences. I wanted to explore questions such as:
What are the stressors in my life, and how are they affecting my body and my baby? Why do
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these stressors exist? What more can I learn about the effects of these stressors on my body and
my baby, and what can I do to alleviate them? When documenting my experiences and
attempting to answer these questions, I also wanted to answer, who will benefit from the
knowledge acquired from my pregnancy experience? It was this question that I spent the most
time grappling with as I began to share my new research interests with colleagues. I experienced
myriad reactions from them—such as excitement, astonishment, and even trepidation. I received
heavy criticism from those who valued the more positivistic approach to educational research. Of
those critics, the main question they had was the idea of generalizability or transferability of my
research to other contexts besides my own (Eisenhart, 2009). At the beginning of my research, it
was this perspective that made me question the possibility of where it would end up—when
undertaking a self-study—at the time, I was trying to survive my own “condition.” It was
through this logic that I decided to explore these positivistic perspectives some of my colleagues
who were skeptics projected on to me about the type of research I was doing and why they felt
the way they did. There were concerns about my research, such as not reaching a broader
audience because of how personal it was to me. Then there were also concerns about the
“soapbox” parable of my research. It was as if sharing my perspective through a self-study was
an early attempt at committing academic and career suicide—as societally, women face many
uphill hurdles in general, such as the gender wealth gap to child-bearing and rearing and pay
equity. Ali-Khan (2016), on referring to “pedagogies of vulnerability,” stated that “sometimes
stories about the ‘invisible dimensions of human life’ can divide, rather unite listeners and
cement, rather than break down, hierarchies” (p. 17). Often, hegemonic discourses/voices can
dominate and intimidate to silence other voices, maintaining the status quo of monosemia and
monophonia (DiAngelo & Sensoy, 2009). This is very much in line with Ardener’s (1975a,
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1975b) muted group theory (MGT), a social phenomenon in which those who have marginalized
voices are often suppressed by dominant groups, resulting in the perpetuation of the dominant
groups’ social power.
Is this really what you will do your research on for your doctoral dissertation? Knowing
and being aware of these societal issues, my colleagues were not only concerned for me
academically but also for my professional life. So, on my “soapbox,” I found myself defending
my current life experiences to my colleagues (masked by patriarchal societal and academic
norms) and defining why a self-study on the prenatal and perinatal experience was just as
important as any other form of research. The ever-looming question of where will my research
take me was something I did not know how to answer at the time, and I believe this is what made
them apprehensive and wary to the idea of this type of work.
Learning From Others
As part of my research preface, I wanted to know what had been done in the context of
autoethnographic and narrative research. Autoethnography is a form of qualitative research in
which the researcher pursues an interest to describe and systematically examine (graphy) the
personal experience (auto) to further understand cultural experience (ethno) and the relativity of
self within situational contexts (Ellis, 2004; Holman Jones, 2005; Ellis, Adams, Bochner, 2010).
Behar (2008) stated, “The most charged intellectual insights occur precisely when one’s
ethnographic work and one’s life crash into each other in a head-on collision, even though every
effort has been made to keep them running smoothly in their own lanes” (p. 63). In Learning
Mindfulness One Surgery at a Time, Rudolph (2016) highlighted some of the challenges from
her autoethnographic study of self and her identity as a marginalized person living with a
disability and rheumatoid arthritis. She opened up her autoethnography work with the idea that
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sharing her journey to mindfulness paved the path for more self-discovery. I appreciated her
honesty about feeling overwhelmed by her disability and allowing herself to probe into the
emotions of frustration, pain, and fear as a patient and research subject. Epistemologically, she
echoed similar views with regard to why I am undertaking an autoethnographic approach to my
research. Rudolph stated that “while there is research from medical and educational
professionals’ points of view, there is much less empirical research from the point of view of the
person with physical disabilities, particularly during a critical life event” (p.196). Just like
Rudolph, I recognize that I, too, was in a unique position as a marginalized person who identifies
contextually as a doctoral student, mother-to-be, patient, researcher, and the research subject. As
I was living my day-to-day experiences, I too was changing. I discovered different forms of
ethnography, and the one that resonated the most with for this self-study was reflexive
ethnography. Reflexive ethnography is a form of autoethnography used to document how a
researcher changes as a result of conducting the study (Ellis, 2004). This method can be done
through the researcher’s ethnographic autobiographies, such as using confessional tales,
impressionistic tales, or realistic tales (Van Maanen, 2011).
In Of Two Minds, Waldman (2017) discussed the use of narratives in his fictitious work
with two characters who were limited-omniscient narrators—one as active addiction (nonreflective characteristic) and the other mindful sobriety (reflective characteristic). He discussed
the meanings that developed from the narrators’ lived experiences and of the interpretations of
these experiences. It is through this work I was introduced to the theory of mimesis (the
depiction of interpretive reality in art and history, which is contingent on context—place and
time). In Adventures in Cheeseworld, Bleier and Morton (2017) highlighted that a story and the
telling of that story exist dialectically. The story teller, and the intended audience all experience
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the event relative to the moment in time, meaning these stories are “re-constructed and
transformed” over time, and when they are retold, they are altered. There is a sense of
contingence for storytelling, and it is “mediated by audience, time, place and who we are at the
moment” (Bleier & Morton, 2017, p. 19). At the beginning of my study, I was pregnant and, at
the time, focused on prenatal issues surrounding my experience. Once I progressed throughout
my pregnancy, I found myself changing in terms of values, ideas, and perspectives, thus why I
decided to focus on prenatal, perinatal, and motherhood points of my journey—as a continuum.
Alexakos (2017) defined the role of dialects and depicted them with a Sheffer stroke ( | )
to show the interconnectedness of opposites and the codependence of their opposite
relationships. In his narrative on Mindfulness and Sexual Wellness, he discussed the dialectics of
the body | mind having a codependence and how they both play a role in transforming the other.
His use of narratives to explore his struggles with sexuality and the constructs of societal
masculinity and aging was both authentic and courageous in a topic that is often revealed in
macro- and meso-level research forums such as with statistically-evident research in sexual
health and marriage and counseling. At the micro level, this type of research offers audiences
who are seeking to engage in self-study on sexuality or any other topic a different perspective on
a marginalized or vulnerable voice within the hegemonic hypersexualized constructs of male
culture and sexual wellness. This type of research is both catalytic and tactical—criteria of
authentic inquiry––and will speak to audiences who may feel “othered” by the dominant
narratives of male sexual culture. It is through this work that I decided to probe into my own
identities or multitudes before, during, and after pregnancy. By examining relationships at the
micro (individualistic feelings and responses), meso (lived experience within a cultural context),
and macro (e.g., existing societal, economic, statistical norms) levels in a self-study on
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pregnancy, I am in theory examining my dialectics at the micro level and engaging in a journey
of learning and transformation. As part of mimesis, exploring these identities and what emerges
from the situations are not independent of each other, but part of a dialectical and multilectical
relationship between what is known and what is explored and uncovered in the hermeneuticphenomenological research experience.
Fellner (2015) introduced and embraced the use of the term multilectics as a research
methodology that uses polyphonia (voices), polysemia (meanings), multimodal senses, and
dialectics to capture the meso and micro levels of experiences that are often different and
contradictory to the macro level. In Ali-Khan’s (2016) work, Dirty Secrets and Silent
Conversations, she discussed her use of “mimetic listening” in her classroom to provoke
understandings of structured oppression from the micro, meso, and macro levels of culture. She
cautioned that when employing a group of individuals to engage in mimesis, there should be
understandings of power, positionality, and vulnerability (Ali-Khan, 2016). Tobin (2009) and
Alexakos and Pierwola (2013) discussed the use of radical listening and learning from difference
as a resource for understanding diverse paradigms, axiologies, and promoting polyphonia. When
examining the methodologies of “mimetic listening,” a blend between mimesis and radical
listening, which are very similar but have subtle differences, mimesis enlists a more systematic
approach that involves the narrator’s perspective on the examination of the phenomenological
occurrences within the cultural contexts of time and place. In radical listening, all participants
have the potential to be co-researchers and co-narrators. Therefore, the ideas of polysemia and
polyphonia are sought as the central parable in the research experience. Ali-Khan’s (2016)
description of the use of mimetic listening in her classroom contained elements of allowing
polyphonia and polesemic conversations and the idea of the goal of learning from the differences

9

that emerge within the conversations generated within the situation or context. As it applies to a
prenatal and perinatal self-study, I remain hyperaware of the multiple levels of existence and
being (micro, meso, and macro) and am continually redefining my paradigm within these
contexts.
Why Focus on a Maternal Wellness Self-Study?
What Kind of Journey Am I In For?—
Defining Milestones in the Prenatal to Motherhood Continuum
When I began my research on pregnancy, I wanted to know the general science or
“Western” perspective of what to expect. I will call it background research. Partly for knowledge
purposes and the other for personal unknowns of childbirth such as the need for pain medication
or other medical interventions. I was planning to have a hospital birth because of my labeled
“high risk” condition. I was preparing for the unknown (something expectant mothers do
throughout their entire pregnancy experience). I also sought comfort in knowing that if I birthed
in a hospital, I would have access to state-of-the-art equipment, Neonatal Intensive Care Units
(NICUs), and frequent monitoring (something I was a proponent of at the time). Also, doing this
research from a Western standpoint gave me insight into what to expect within the prenatal to
postpartum spectrum. With my background in biology, I was aware of the science surrounding
the phenomena such as conception, fetal physiology and development, and the changes that may
occur with my body. As an obese individual and a person who suffered from body dysmorphia, I
was not excited to “purposely” gain weight, nor was I thrilled to experience weight gain beyond
my control. It was a concern for me as I was not comfortable and had struggled with my body
image for my entire life.
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What is Pregnancy?
According to the World Health Organization (WHO, 2015a), pregnancy is defined as the
period in which a woman carries a developing embryo or fetus within her womb. The period or
standard time of pregnancy to birth is calculated at approximately 40 weeks gestation (roughly
10 calendar months) since the last menstrual period (LMP; American College of Obstetrics and
Gynecologists [ACOG], 2018). There are three trimesters in normal pregnancies: first trimester,
second trimester, and third trimester. Trimesters are divided by the number of weeks
(approximately 12–13 weeks) to recognize embryonic/fetal growth milestones throughout the
pregnancy (ACOG, 2018). Maternal health pertains to the health and wellness of women during
pregnancy, childbirth, and the postpartum period (first 6 weeks post-childbirth). The terms
prenatal and antenatal in Western healthcare systems refer to preventative medical care for a
woman before the birth of a child. This period also denotes preconception to delivery. The term
perinatal refers to the period that commences at 22 completed weeks (154 days) of gestation and
ends 7 completed days after birth (WHO, 2015a). Matrescence or motherhood was identified and
coined by anthropologist Dana Raphael (1973) and later expanded by Daniel Stern (1995) and
Alexandra Sacks (2017) to denote the process of a woman becoming a mother. It is a transition
period, like adolescence, that involves hormonal shifts, identity and role transformations, and
physical body changes.
To estimate a woman’s expected due date (EDD), a medical provider will often use her
LMP as a non-invasive predictive measure to estimate her gestational period (ACOG, 2018).
Coupled with urine tests to measure human chorionic gonadotropin (HCG) levels and an
ultrasound of the abdominopelvic region, the EDD is adjusted based on one or all of these
verifying factors. When determining my first EDD, I saw two providers who calculated my dates
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differently and as a result I had two EDDs. Another caveat for explaining the flaws in the
calculation of the quantifiable EDD is that a woman may not remember her last LMP. Also, at
the age of gestation in which she receives a dating ultrasound becomes less reliable in providing
an age of a fetus after 18 weeks of pregnancy (American Pregnancy Association, 2017). An EDD
is nothing more than a hypothetical guess based on scientific evidence on what a woman verbally
provides to the OBGYN as her last LMP. EDD calculations are more reliable in early pregnancy
due to marked and rapid observable changes in the developing embryo during this time. There
are certain milestones that occur during a pregnancy through the specified time of the 40-week
progression. Failure or delay in meeting these milestones can cause paranoia, worry, and
frustration in a desired pregnancy. If a woman does not experience the textbook standard of
bodily responses in relation to their own bodies, this can be a cause for concern. In Western
medicine, these physical responses are known as “signs and symptoms.” For instance, I can
recall during my first trimester that I had a feeling of invincibility as I did not experience the
typical nausea and vomiting symptoms associated with pregnancy. I spent countless visits
validating and revalidating my symptoms or lack thereof with my provider, who had assured me
I was “fine”—and then somewhere within week 14 of my second trimester, I began to feel these
symptoms. The nausea and vomiting in pregnancy (NVP) are common symptoms experienced by
pregnant women in the first trimester with many causes such as the increase in HCG hormone or
bodily stress. I had experienced symptoms of early pregnancy beyond the normal textbook
timeframe—and I was worried. I’m not experiencing the typical symptoms, is my baby okay?
Assuming a woman has access to adequate healthcare, she may seek medical advice from
an experienced or licensed practitioner such as an obstetrician (OB), obstetrician-gynecologist
(OB/GYN), midwife, or nurse practitioner (NP) who specializes in maternal health. Maternal
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health refers to the overall health of a woman during pregnancy, childbirth, and the postpartum
period (WHO, 2015a). As new health concerns arise in maternal health venues (e.g., hospitals,
outpatient care facilities, and other various clinical settings), women are seeking new ways of
holistically engaging in their maternal health experience beyond the traditional approach of the
doctor–patient dialectical relationship.
Often, Western medical practitioners are taught to be overly cautious with their patients,
and more frequently engage in medically unnecessary perinatal interventions that are
counterintuitive to the natural birth process (Jansen, Gibson, Bowles, & Leach, 2013). When
seeing their medical providers, women are often given prenatal milestone exams to ensure their
maternal health is within a normal range. According to the National Institute of Child Health and
Human Development (NICHD), when a woman has a pre-existing health condition such as
young or old maternal age, multiple births, obesity, diabetes, hypertension, or human
immunodeficiency virus (HIV), this makes her more at risk for developing a high-risk pregnancy
(NICHD, 2017). A high-risk pregnancy is defined as a pregnancy that requires specialized care
from a medical practitioner. Though normal pregnancies do place additional emotional and
physical stress on a woman’s body, high-risk pregnancies differ as they pose a threat to the
mother and the unborn fetus and require frequent monitoring (NICHD, 2017).
Women who may be considered high risk visit their practitioners more frequently than
women who have normal pregnancies. Of those women who are high risk, there is an increased
chance for them having undergoing life-threatening medical interventions for both themselves
and their fetus. Although not recommended by the WHO (2015b), women with normal
pregnancies often succumb to unnecessary interventions during birth if a medical provider deems
their condition as acute. Unnecessary interventions such as bed rest, electronic fetal monitoring
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(EFM), limited oral intake during labor, frequent vaginal exams, induction, amniotomy,
catheterization, regional anesthesia, prolonged and ineffective pushing, episiotomy, and cesarean
surgeries have been called into question on their beneficence in medical scenarios (Jansen et al.,
2013). With the increasing use of these interventions, their unintended consequences now cause
more risks that require more interventions, very much like a downward spiral (Jansen et al.,
2013).
Maternal Wellness and Mortality in the United States
Excerpt from Pregnancy Journal of My Prenatal Experience (The Second Time):
When I had my son, I thought I was in control. I made the choice to go to the hospital to
ensure that my baby and I would be safe. Once I walked into the hospital for this
emergency prenatal visit, I immediately felt that I didn’t have any rights anymore. I was
medically induced and experienced emotional and physical trauma beyond
comprehension. Everything was overwhelming and beyond my control. Nevertheless, I
remained compliant as I wanted to ensure my baby was healthy and safe. As I reflect on
this experience, I realize how powerless I was in an environment that does value or
benefit from my voice. My education, my age, my socioeconomics, my life meant
nothing at this moment. This experience was a moment of instinctive survival which
required obedience on my end. Little did I know at that time that this was abuse. I knew I
had to maintain my composure if I wanted to survive. It was this experience that made
me realize that this was the reality not only for me but for a lot of women in the delivery
room. If I experienced this and kept quiet, who else did, and at what cost? Like a
lightbulb switch that turned I, I realized that this situation was my first-hand introduction
into the grim reality of how some women are survivors of obstetric violence, and
depending on where they align in society, their voices can be silenced or lost. In worstcase scenarios, such as in the United States, many are not able to share this reality due to
the incidence of maternal mortality.
According to the Xu, Murphy, Kochanek, Bastian, & Arias (2018), in the year 2016, the United
States had a total of 3,945,875 documented births at a birth rate of 12.2 per 1,000 people. This
number included a fertility rate of 63 births per 1,000 childbearing persons age 15–44. Though
the birth rate is rising, maternal mortality rates are the highest for the United States as compared
with other first-world nations. As compared with other countries, such as Finland (3.2) and the
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UK (9.2), the maternal mortality rate in the United States is 26.4 deaths per 100,000 births
(CDC, 2017). According to a New York Times article written by Villarosa (2018), African
American women in the United States are four times more likely than their White counterparts to
die during pregnancy or childbirth. Their infants are also twice as likely to die in their first year
compared to White infants, and two to three times more likely to be born premature or
underweight—a sign of insufficient development that can lead to a lifetime of health difficulties.
Concerns around maternal mortality stem further into health disparities, particularly for Black,
non-Hispanic women. Some of the factors that contribute to the maternal mortality epidemic rate
of women of color in the United States include stressors such as the increased incidence of
obesity and limited access to healthcare, as well as social and economic determinants such as
impoverished conditions that disproportionally are a result of inadequate and unsafe housing,
residential segregation, lower educational attainment, and lower wages (New York City Office of
the Mayor, 2018).
Consequently, a lot of these stressors are byproducts of systemic racism. Even when
controlling for socioeconomic and educational status, Black women are still more likely to
experience preterm birth and higher neonatal and maternal mortality rates as compared with
White women with similar or lower levels of economic and education attainment (New York
City Office of the Mayor, 2018; Strauss, 2018). Per Strauss (2018), 84% of women will give
birth in their lifetime at least once. It is equally important to remember that 100% of the U.S.
population is affected by the issues of quality surrounding maternity care at birth (Strauss, 2018).
Pregnancy-related illnesses such as hemorrhage, hypertension, and embolism often lead to an
increased risk of life-threatening medical emergency procedures such as hysterectomies and
blood transfusions. Often the risks associated with these interventions can cause critical
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conditions such as intravascular coagulation and adult respiratory distress syndrome. These
conditions are the leading causes of the incidence of maternal mortality outcomes (New York
City Department of Health and Hygiene, 2016).
Pregnancy-Related Stressors on the Body
Hypertension
I discuss hypertension here as it was a condition I had before and sustained after
pregnancy. Hypertension or high blood pressure (HBP) is a significant health concern for many
Americans. Per the CDC (2016), roughly 32% of Americans are living with HBP and it
contributed to 410,000 deaths in 2014. It is one of the leading causes of death related to heart
disease and stroke. The American Heart Association (AHA, 2018) postulated that the force of
blood flow characterizes HBP through the blood vessels as being exceedingly and consistently
too high. This blood flow and pressure is measured in two numbers––systole and diastole.
Systolic pressure (the first number) represents the pressure in the blood vessels when the heart is
beating. Diastolic pressure (the second number) reflects the pressure in the blood vessels when
the heart is at rest. Blood pressure is measured in millimeters mercury (mmHg; CDC, 2016).
Normal blood pressure is represented by a systolic pressure of less than 120 mmHg and a
diastolic pressure of less than 80 mmHg. Elevated or prehypertensive blood pressure is
represented by a systolic pressure range of 120–129 mmHg and a diastolic pressure range of less
than 80 mmHg. HBP (Stage 1) is represented by a systolic pressure range of 130–139 mmHg and
a diastolic pressure range of 80–89 mmHg. HBP (Stage 2) is characterized by a systolic pressure
of 140+ mmHg and a diastolic pressure of 90+ mmHg. Those who are experiencing a
hypertension crisis (systolic pressure of 180+ and a diastolic pressure of 120 plus) must seek
emergency medical intervention immediately (AHA, 2018). Toward the end of both my
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pregnancies, I had medical inductions because of my high blood pressure condition, reaching an
almost hypertensive crisis. For my last pregnancy, this resulted in a diagnosis of preeclampsia.
Hypertension in Pregnancy and Preeclampsia
Hypertension is a significant contributor to maternal and neonatal morbidity and
mortality. It is estimated that HBP affects roughly 10% of all pregnancies and, if not monitored
properly, can result in associative disorders such as gestational hypertension, chronic
hypertension, preeclampsia, and preeclampsia superimposed on chronic hypertension (Solomon
& Seely, 2005). Gestational hypertension occurs when systolic blood pressure is 140+ mmHg, or
diastolic pressure is 90+ mmHg occurring at 20+ weeks gestation in a normotensive woman
without proteinuria. Chronic hypertension occurs when systolic blood pressure is 140+ mmHg,
or diastolic pressure is 90+ mmHg occurring before 20 weeks gestation. Preeclampsia is a
pregnancy-specific disease characterized by the occurrence of acute HBP and significant
proteinuria in a previously healthy (normotensive) woman on or after the 20th week of gestation
(Eiland, Nzerue, & Faulkner, 2012). If left untreated, preeclampsia can lead to severe
complications such as the HELLP syndrome, which is characterized as hemolysis (breaking
down of red blood cells), elevated liver enzymes and low platelet count, and eclampsia, which is
the development of seizures (Solomon & Seely, 2005). With the development of the HELLP
syndrome, healthy maternal outcomes are less likely as those who develop it have an increased
incidence of low birth weight, premature birth, stillbirth, and neonatal death. The mother is also
at increased risk of maternal mortality (Preeclampsia Foundation, 2018). Preeclampsia
superimposed on chronic hypertension occurs when women who have been diagnosed with
chronic hypertension before pregnancy develop higher levels of blood pressure with increased
proteinuria. Regardless of gestational age, often the best treatment for mothers who develop

17

HELLP syndrome and preeclampsia is hospitalization. If the fetus is near term, then induction of
labor would be indicated.
Am I Experiencing High Blood Pressure or White Coat Hypertension?
I came to the topic of white coat hypertension as a means of self-exploration and
reflection in my personal health experiences. I wanted to learn more about my reasons for the
occurrence of this phenomenon as well as use this new awareness to illicit some mindful
practices that would alleviate some of the emotional outcomes of my white coat hypertension
experiences.
Toward the end of my second trimester, my doctor’s visits became more frequent than
expected (two to three times per week). I was increasing in size, and with that, my doctor was
looking for signs of labor. At the beginning of every appointment, my practitioner or the medical
assistant would take my vital signs (e.g., temperature, weight, blood pressure). My blood
pressure readings at the beginning of every appointment were always a cause for concern and
would warrant a re-check during each visit. I noticed she would retake it intermittently within my
30-minute visit until she was satisfied with the numbers. As I was approaching my third
trimester, I was past the diagnosing benchmark for gestational diabetes (GD) and at the point of
pregnancy-induced preeclampsia. So, what was wrong with me? My readings were satisfactory to
my doctor after multiple re-checks. I started to evaluate what changed between the first reading
and the last. I looked at possible events that can be labeled as stressors and possible causes for
my initial high blood pressure readings. The first thing I noted was the amount of time spent
waiting. My scheduled 30-minute visits with my doctor turned into 3-hour nightmares. I realized
I had spent over 2 hours, on average, waiting to be seen. While in the waiting room, I would
listen in on women coming out of their appointments, whether they had a sonogram, a fetal-
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stress test exam, or had just been seen by the doctor. I read the waiting room like an open book,
looking for clues into what was next in the chapter of motherhood and parenting. Seeing these
other women made me both excited and nervous. When my doctor saw me, I spent time waiting
for her to finish up with her patient before I was seen. I spent time either in a sonogram or
providing urine or blood for laboratory testing, which caused me to be increasingly emotionally
anxious. This leads me to my next noticing: anticipation (in the exam room). With the anxiety of
anticipating my doctor’s arrival in the exam room, I waited nervously on the table to receive
results and have discussions on my health. As I was preparing for my transition to motherhood, I
noticed my life situations began to take a toll. The stress beyond the doctor’s office (planning for
the unknown) or time taken away from work completely depleted my sick day reservoir for when
I would be out on maternity leave. Though I did plan my days around my doctor’s visits, I often
left the office bustling to work to recoup lost sick time. For me, this was very stressful as there
were financial implications for this loss of time.
With these identified stressors, I knew I needed to do something that would help me
relax. White coat hypertension or white coat syndrome, as coined by Thomas Pickering, is an
individual’s occurrence of increased high blood pressure during a doctor’s visit with a typical
daytime blood pressure through routine ambulatory blood pressure monitoring (ABPM; Franklin,
Thijs, Hansen, O’Brien, & Staessen, 2013). What I was experiencing was white coat syndrome
when I visited my practitioner. I was always anxious going in after an ultrasound or for test
results, and I believe the emotions and trepidation of the visit added to the reasoning of the high
and alarming readings. For subsequent pressure readings and future visits, I decided to try deep
breathing meditation. I realized my physiological response was partially based on anxiety (part
of a primary emotional response). Think low blood pressure thoughts, Vanessa. The fear of
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another high reading would increase my chances of being diagnosed with pregnancy-induced
high blood pressure. For my subsequent visits, while I waited for the doctor in the exam room, I
decided to engage in deep breathing.
White Coat Hypertension and Pregnancy
White coat hypertension is the phenomenon in which HBP readings in an individual are
observed in a clinical setting, but normal blood pressure readings are observed outside of the
clinical setting (Neumann, Jennings, Muldoon, & Manuck, 2005). Also, according to Neumann
et al., (2005), hypertension that is sustained is related to the sympathetic nervous system’s
influence on heart rate. The study showed those who exhibited sustained hypertension and white
coat hypertension had diminished parasympathetic activity and vagal tone (sympathetic
predominance) as compared with those who were normotensive. This parasympathetic activity is
indicative of increasing the sustained hypertensive and white coat hypertensive subject’s risk for
cardiovascular events (Neumann et al., (2005). The authors also stated that though white coat
hypertension is more of an innocuous phenomenon than pathologic, it has physiological effects
on the vagal tone of the sympathetic nervous system. Thus, the emotional state of the patient can
increase the chances of developing elevated blood pressure readings––causing concern for health
practitioners to engage in unnecessary medical interventions to mitigate the physiological effects
of high blood pressure (e.g., prescribe medication, emergency care or interventions). According
to Brown, Mangos, Davis, and Homer (2005), white coat hypertension in pregnancy is a
common phenomenon seen among pregnant women who are between true hypertensive and true
normotensive. This specific group of women is offered more ABPM interventions as a means to
rule out the likelihood of developing essential hypertension (EH; Brown et al., 2005).
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The polyvagal nerve theory is useful in helping to identify the relationship between
visceral sensory (afferent) experiences and the vagus nerve (CN X) parasympathetic control of
the cardiac, respiratory, and gastrointestinal system. Coined by Porges (1997), the theory:
Proposes that the evolution of the mammalian ANS, and specifically the brainstem
regulatory centers of the vagus [nerve] and other related cranial nerves, provides
substrates for emotional experiences [meaning that the emotions “act” on these centers]
and affective processes that are necessary for social behavior in mammals. (p. 62).
In biology, Porges described the vagal complex in three stages: (a) dorsal vagal complex (DVC),
(b) low ventral vagal complex (VVC), and (c) high ventral vagal complex. Stage 1, DVC, is also
known as the “vegetative vagus” because it is associated with primal survival strategies of
primitive vertebrates, reptiles, and amphibians. Under great stress, these animals freeze when
threatened, conserving their metabolic resources. The efferent division then produces
physiological responses such as bradycardia (low pulse rate), apnea (lack of oxygen), and cardiac
arrhythmias (abnormal heart rhythms). In Stage 2, when VVC tone is low, the sympathetic
nervous system is unopposed and easily expressed to support mobilization such as “fight or
flight” behaviors. In Stage 3, when VVC tone is high, the ability to communicate via facial
expressions, vocalizations, and gestures exists. The polyvagal theory follows the Jacksonian
principle of dissolution (evolution in reverse) in that higher nervous system structures inhibit or
control lower structures or systems. Thus, when the higher structures are suddenly rendered
functionless, the lower structures rise in activity (Porges, 1997, 2007).
According to Porges (1997), myelinated and unmyelinated nerves play a role in our
afferent (sensory) and efferent (motor) systems. Myelin is an electrical fatty substance crucial for
the transmittal of sensory info between nerve cells. Porges states that “unique to mammals, the
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primary vagal regulation of the heart shifted from the unmyelinated pathways originating in the
dorsal motor nucleus of the vagus to include myelinated pathways originating in the nucleus
ambiguus” (p.62). Myelinated vagus functions as an active vagal break, in which inhibition or
disinhibition of vagal tone to the heart can rapidly mobilize or calm an individual (Porges, 1997).
According to Porges (2007):
When the vagal tone to the pacemaker is high, the vagus acts as a restraint or brake,
limiting the rate at which the heart is beating. [In other words, the vagus acts as a
restraint, or brake, limiting heart rate.] When the vagal tone to the pacemaker is low,
there is little or no inhibition of the pacemaker. (p. 9).
And so, rapid mobilization (“fight/flight”) can be activated in times of stress.
A Vignette From One of My Prenatal Visits
As the doctor walked in, I reminded myself to keep breathing. At the same time, she puts
on the blood pressure cuff—she discusses the importance of decreasing my Body Mass Index
and weight and everything that could occur if I am not careful while pregnant)—I would
continue to breathe (deeply, in through my nose and out through my mouth). Ignore, ignore,
ignore Vanessa—she would smile at me as she watches me take deep breaths and says,
“philosophy stuff again?” ––alluding to our previous conversations of my career choice and her
opinions of it. She voiced to me at an earlier visit, “the world would be a better place if there
were more medical doctors and fewer philosophers,” as she points to my pile of books on her
table. I looked at her with shock. Did she say that to me? I felt my anxiety increase. Trying to
keep calm, I continued to breathe. Breathing deeply and purposefully as the machine is on—
turning away from the apparatus so I would not rely on the numbers and panic . . . and moments
later, she is satisfied with the reading—I smile as she says, “better.” I continued my deep
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breathing for the rest of my visits with her. After this experience, I noted and added to my list of
stressors—the doctor interaction. The nervous system is made of the central nervous system and
the peripheral nervous system. The autonomic nervous system (ANS), which is a part of the
peripheral nervous system is divided into two systems: the sympathetic (fight or flight) and
parasympathetic (rest and relaxation) nervous systems. The ANS is responsible for physiological
controls such as heart rate, pupil reflexes, saliva production, and blood vessel tone, and
depending on the external stimuli, the physiological response can be inherently one of the two
systems.
Emotional Awareness
In Joy, Guilt, Anger, Love, Frazzetto (2014) stated that “although emotions develop as
biological processes, they culminate as personal mental experiences” (p.32). The emotional cues
I may have given my doctor could have been interpreted as a good feeling (approach instead of
avoidance). Still, I was internally feeling this sense of guilt (based on my interaction with her)
and guilt-tripping myself about not taking better care of my well-being (e.g., eating healthier,
exercising, unresolved issues of not becoming a medical doctor). Frazzetto described feeling like
an “emotion which has been rendered conscious . . . a private awareness of that emotion” (p.33).
If my doctor was aware of what I was feeling, would she have proceeded with her exam
interaction with me the way she did?
As a patient who was nervous and anxious throughout my prenatal visits, it was not
surprising that my blood pressure readings were higher at the beginning of my appointment and
lowered to a more normal reading at the end. Through the time spent waiting, the anticipation of
my doctor into the exam room, stressors beyond the clinical setting, and my interaction with my
medical provider, the emotional state in which I experienced these situations played a role in
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how I responded. Physiologically, the added stressors stated above became ingredients to a
recipe of primitive emotional responses that played out in many of my doctors’ appointments as
white coat hypertension. The way my doctor responded to my new blood pressure readings (as
she did not share them with me probably to diminish the stress response) showed she was aware
of the phenomenon and its effects on her patients. In my subsequent interactions with her, this
was always the case. The breathing exercises provided a means of distraction and provided me
comfort in an otherwise very anxiety-inducing and stressful time. Referring to the study done by
Neumann et al., (2005), if they had delved deeper into what may have caused the white coat
hypertension in their subjects, I would add that doing a study on the micro-experiences of
emotion concerning cultural context or mimesis would yield more meaningful results.
Interactions with doctors in the clinical setting are dialectical to the culture and society in which
people exist. The benefits of exploring macro influences of emotional stimuli can help
individuals better understand some of their triggers to white coat hypertension. Becoming aware
of these triggers can help one identify and enact the appropriate responses needed to mitigate the
need for unnecessary interventions faced in the Western clinical setting.
A Multilogical Framework of a Maternal Wellness Self-Study
My journey to this self-study on wellness does not follow a single methodological
approach. In fact, there isn’t just one type of methodology to describe it as it was quite complex
and involved the use of many methodologies. Tobin (2018) describes a multi-method approach
to research to create something new as methodological bricolage. This is where the researcher
approaches their study with a multilogical perspective. Approaching my study on wellness with a
multilogical framework allowed me to fully be participatory, interpretive and embracing of the
emergent and contingent nature of my study while engaging in the reflexive practices of
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hermeneutic-phenomenology. I began to follow the guiding principles of authentic inquiry and
event-oriented inquiry to answer the questions: What is happening? Why is it happening? What
more is there? Throughout my wellness journey, while engaging in event-oriented inquiry, and
documenting my day-day experiences I wanted to answer these questions with the full intent of
becoming ontological, educative, catalytic, and tactical in sharing my lived-experiences during
matrescence with others. In figure 2, I outline the multilogical process of my wellness journey
that are emergent and contingent on my lived-experiences that developed over time.

Figure 2. Multilogical framework for the maternal wellness self-study.
The questions of event-oriented inquiry outlined were not exhaustive but a place to begin my
research in understanding what to expect during my prenatal journey. During the Fall 2015
semester of my academic career at the Graduate Center, which was also the first trimester of my
pregnancy, I took a class in my doctoral program that focused on Authentic Inquiry by Kenneth
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Tobin. The foundation of this course was grounded in the teaching and learning of research
methodologies such as Guba and Lincoln’s (1989) authenticity criteria of qualitative research,
Sewell’s (2005) event-oriented theory, and Tobin and Ritchie’s (2011) event-oriented inquiry.
Ricœur (1984), in Time and Narrative, introduced the use of narratives as research or
narratology, referring to the threefold process of mimesis. Mimesis is the imitation of human
action of the real world, as seen in art and history (Aristotle, 1982). It is synonymous with words
such as realism and naturalism. Mimesis1 signifies prefiguration or the storyteller’s competence
before the narrative commences. Bourdieu (1992) supported in his works of reflexive sociology
that “the preconstructed is everywhere” (p. 235) with regard to both the researcher and the
participants involved. It is formed by preexisting knowledge, writer paradigms, and resources
that they may bring to the narrative. Mimesis2 denotes configuration, or how the narrative
unfolds through emplotment. Another term Ricœur used for the second process was structuralist
narratology, a systematic approach that bridges the gap between prefiguration and refiguration
(Mimesis3). Refiguration refers to how the story is restored to the real world from the receivers’
perspective (other learners and readers). It is through the third process that Ricœur (1984)
discussed the possibilities of the mimetic theory of narratives transforming the world. With
narratology as a part of my methodological framework, I kept a journal to document my day-today lived experiences of my pregnancy, noting doctor’s appointments, work interactions, and
other significant situations. Over time and from the review of my journal, I noticed there were
patterns (later turning into wellness projects) in my recorded day-to-day experiences that I could
investigate further.
Guba and Lincoln’s (1989) authenticity criteria, which were adapted by Tobin (2018) as
authentic inquiry, describe that to engage and validate this form of research—and for it to meet
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the standards of authenticity criteria––the outcomes should include authenticity of fairness, be
ontological, educative, catalytic, and tactical. Many positivists would question the validity of the
results of this type of research and the emphasis placed on the unpredictable nature of how this
type of research would conclude. An expected outcome would be to end with a healthy baby. At
least, at the time of pregnancy, this would be one of the subject’s personal predicted outcomes of
expectations. As both the research and researched, I found myself in a quandary of addressing
the concerns of bias of conducting a self-study. What would be highlighted and what would be
obscured? Guba and Lincoln (1989) described that although objectivity in research is ideal, it is
not real. Researcher bias or subjectivity is inevitable and that accepting it as a part of the research
is a natural part of authentic inquiry. Supporting, Alexakos (2015) described that “authentic
social life interactions involve multiple voices and perspectives” (p. 22). Any study conducted
should be reflective of this idea.
Living Up to the Motherhood Ideology
The archetype of motherhood is that of a domestic goddess; radiant and energetic, full of
loving emotions and abreast of all the tasks necessary for a beautifully dressed baby and
sparklingly clean house. (Heron & Oyebode, 2011, p. 55)
The dominant narratives that occur after birth exist within two dichotomies––either one
experiences complete pleasure or postpartum euphoria (hypomania) or more colloquially known
as “baby pinks” with their baby, or they may experience postpartum depression (PPD), an
extended form of “baby blues.” Postpartum euphoria is a new term referring to the first few days
a parent spends with his or her newborn child. Though not formally recognized as a disorder like
PPD, it is a culmination of observable “risky” behaviors exhibited by a postpartum mother that
determines the hypomanic state. Initially, following birth, a mother may feel energized and have
a positive outlook on the postpartum experience. She may engage in sleep deprivation,
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starvation, and focus her needs on the child––while neglecting her very own. With negative
physiological feedback, this euphoric state then changes to a depressive state. This state is not to
be confused with the new baby elation phase most mothers experience. According to Heron and
Oyebode (2011), hypomania symptoms occur in one in 10 postpartum women. It is not to be
assumed that the feelings of joy, sleep deprivation, and being a “super-mom” are a low-risk
indicator for requiring postpartum support. Yet, this is the de facto scale used by healthcare
providers to determine a patient’s mental and emotional state at a follow-up appointment.
Though the outward coping strategies of joy, selflessness and sleep deprivation are sociallyarchetypal traits of “good-mothering,” the reinforcement of learned parenting and common
expectations makes it socially, culturally, and emotionally acceptable enough to go undetected or
unknown to those who are immersed in the day-to-day duties of parenting. According to the
National Institute for Mental Health (NIMH, 2018):
Per the NIMH (2018):
Postpartum depression is a mood disorder that can affect women after childbirth.
Mothers with postpartum depression experience feelings of extreme sadness,
anxiety, and exhaustion that may make it difficult for them to complete daily care
activities for themselves or others. (NIMH, 2018, Para. 1).
Before I had my daughter, my mother shared her own postpartum stories and experiences during
her pregnancy with me. It was through her that I learned of her experience with PPD, which
made me more aware of my own likelihood of developing the disorder. According to Gavin et al.
(2005), 13% of women experience some form of major depression. So, as a family, we were
equipped with the knowledge of the hereditary factor. According to NIMH (2018), the difference
between PPD and baby blues is that the latter is a term used to describe feelings of worry,
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unhappiness, and fatigue, and women may experience PPD as a feeling of extreme sadness and
anxiety that might interfere with their ability to care for themselves or their family. I can
remember one of my postpartum accounts with my husband during our first day home. I
remember feeling hopeless when my attempts at breastfeeding to build the maternal bond with
my daughter did not go as expected. I can remember just how much he treated me like a fragile
egg—looking after me to ensure my transition home did not result in full-on depression. I
remember the look in his eyes—he was very concerned. He told me a week after my daughter
was born, “you do cry a lot.” I thought I was doing a good job hiding it from him! His support,
though very helpful, was a product of concern for me. It was what I needed at a time in which I
felt was not my usual self. Part of me wanted to know how he viewed me. This transition phase
in our lives was a new experience for both of us, and while I was trying to hold it all together, I
never stopped to think: How is my husband doing? After a few days of being home, I realized I
needed to make an extra effort in the transition to motherhood (after all, I was not the only one
who went through this life-altering experience)—I put on my happy face and powered through.
Problems with the Legitimate Canon of the Perinatal Experience
Steinberg (2015) discussed the many issues of cultural pedagogy when looking through
the lens of power, knowledge, identity, and politics. I mainly focused on point 6, which is “the
manner in which individuals negotiate their relationship with the ‘official story,’ the legitimate
canon” (p. 113). I struggled with this dichotomous relationship after pregnancy: being a good
mother vs. engaging in self-care. The “official story” was one in which I was taught that mothers
are often selfless and sacrifice for their children, sometimes their very own well-being. It
reminds me of a recent commercial for NyQuil. A mother walks into her baby’s bedroom and
requests a day off because she is sick (very much how an individual would request a sick day
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from an employer). The commercial purports that “Moms don’t take sick days, Moms take
NyQuil.” This official mom ideology exists through mainstream media, and many would support
that this is the expectation of all mothers. But what happens when mom does not take care of
herself? What can she do to create time in an already busy schedule? While documenting my
new experience as a mother, I realized how I coped post-pregnancy was beyond the dominant
binary narratives I expected (true bliss or postpartum depression). These brief periods of sadness
and depression can often be mistaken for the latter. Although multiple birth specialists assured
me that what I was experiencing was very typical, especially postpartum, I still had questions
and self-doubt. I wondered, were my feelings legitimate? And were my feelings normal? The
difference between these two involved both recognizing and measuring them on an invisible
scale of normal. I somehow wanted answers to these questions by filling out a sort of imaginary
Likert scale form or a checklist to receive confirmation. At that time, I was very much scientific
with my way of thinking. I had needed some empirical evidence as a form of validity on why I
was encountering these feelings postpartum. Almost as if I was trying to figure out cause and
effect. Even though I was learning that my feelings of legitimacy and questioning or normalcy
were expected during the postpartum phase, I had a hard time accepting this reality––but why?
This idea of answering the two questions of legitimacy and normalcy led me to find the
answers. This is where I began my journey in looking for bodies of research that focused on
immediate postpartum health. The most prevalent research results pointed to clinical studies on
postpartum depression. Though I was convinced that this was a possibility for me with my
maternal history, I wanted to know more. Is there a body of research in postpartum health that
does not focus on the clinical definition of postpartum depression? Through my extended
research: I discovered the unscientific term––baby blues.
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Baby Blues
Baby blues is the least severe form of PPD often categorized as having a minor degree of
hormonal changes that affect the mood of the mother (NIMH, 2018). It is said that roughly 80%
of postpartum women experience some form of baby blues during the first few weeks postpartum
(NIMH, 2018). If this is a common phenomenon, why are we not we learning more about this
and emphasizing interventions in childbirth classes? Well, for starters, most prenatal classes
spend much of their class time preparing new parents for the actual birth. Contextually speaking,
according to the CDC (2017), roughly 31.9% of all births in the United States are by cesarean
section. As I can recall from my childbirth classes, the postpartum or childcare preparation
content was in no way as comprehensive as the preparation for delivery. I am not saying the
information learned was irrelevant. But based on my own experiences, I would argue that with
the prevalence of baby blues, the emphasis on postpartum care is as much of a priority (or even
more) than the birth preparation. But why is the postpartum phase not emphasized in birth
classes? The “preparation for the unknown” is what motivated me to take childbirth classes,
coupled with my maternal family history of PPD and the alarming history of obstetric violence (a
definition I did not know at the time), I wanted to be prepared for this “unknown.”
I can reflect on my own experience and note that I spent more time making decisions on
things such as should I get an epidural or have a natural birth, or should I consider
breastfeeding or bottle-feeding? Is a doula or birth coach necessary? When do I go to the
hospital during labor? Can I travel on an airplane? This list went on.
On revisiting this ever-growing list of concerns, I realized that as I transitioned to the
postpartum phase, many of the problems I had dwelled on for preparation were irrelevant in this
stage of motherhood. Currently, content surrounding the transition to motherhood is primarily
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focused on the childbirth phase. My main takeaway from these sessions that was applicable to all
stages of motherhood was the idea of preparing for the unknown. All of the birthing classes may
have explained all of the physiological and biological changes that occur for a woman leading up
to birth, but then came with a mental disclaimer––“your birth plan may be different than your
birth outcome.” How do you prepare for the unknown?
Keeping an Open Mind in Pregnancy––Preparing for the Known | Unknown
The “preparing for the unknown” disclaimer has been the epithet of this work in the
narrative study and the emergent and contingent nature of authentic inquiry. The dichotomy of
preparation is synonymous with knowing, and the opposite is unknowing. This emergence of
knowledge, however, is contingent on the unknown, and therefore this relationship is dependent
on each other for this project and my mindset: Known | Unknown. This is the guiding principle I
embraced for my second pregnancy and it changed my mood and outlook on the perinatal
experience entirely. Though I would not call my work a mindfulness study, there are elements of
it within the known | unknown relationship and approach to learning throughout the transition to
motherhood, such as keeping an open mind. Powietrzynska (2015) stated in her work that
mindfulness is a “practice [that] allows us to recognize that we are not our thoughts or emotions;
it is meant to change our relationship towards our thoughts and emotions” (p.349). Keeping an
open mind meant I had to let go of rigid and prescriptive ways of knowledge and embrace my
journey to and through motherhood, changing my outlook of fear and anxiety to learning,
growth, and discovery.
Learning to Build Agency in a Self-Study on Maternal Wellness
As I documented my day-to-day lived experiences, I found solace in what was familiar to
me to learn more about my “condition” and my outlook to deliver a healthy baby: academic
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journal articles, case studies, and maternal health data. As a mother-to-be, some of the questions
I wanted answers to were: What is a healthy and ideal pregnancy? What are the pregnancyrelated risks for women with my pre-existing conditions, and what is the outlook? How is the
perspective of prenatal and perinatal health of women of color in the United States? What are
some of the challenges women face after childbearing and rearing? As a learner, researcher, and
research subject, some of the questions I had were: How can one reduce bias in a self-study? Can
a self-study on pregnancy be considered valid research? What will I discover about myself that I
do not already know? As both the researcher and researched, there was a fine line between
observations and discoveries as I was documenting the phenomenon as it occurred. In this way, I
saw phenomenological research as a privilege in which I was able to be active and reactive on
my findings.
The Ontologies of the Researcher as the Research Subject
Some of the questions that emerged when I decided to engage in a self-study of my
pregnancy experience were: HOW can one reduce bias in a self-study? Can a self-study on
pregnancy be considered research? What will I discover about myself that I do not already
know? Guba and Lincoln (1985) explained that establishing fairness in research outcomes is not
based on the research paradigms of subjectivity or objectivity dichotomy but through the balance
of capturing and highlighting polyphonia (multiple voices), polysemia (multiple views), and
ensuring those marginalized are apparent. By conducting this self-study, I am contributing a
voice and perspective none like the other. If another researcher were to experience similar events
or find themselves engaging with a phenomenological wellness self-study, then they too can
have the agency to contribute a voice and perspective of their lived experiences in academia. The
outcome of engaging in this type of study is not to create generalizations but to cause ripple
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effects in giving those who may be marginalized a place to start and feel empowered to conduct
authentic inquiry research while helping others learn from their experiences. Generalization or
assumptions from this study are localized to the research and should be considered within the
context in which they originate. Geertz (1973) stated with regard to anthropological
interpretation, “a good interpretation of anything -a poem, a person, a history, a ritual, an
institution, a society-takes us into the heart of that of which it is the interpretation.” (p. 18). Any
interpretation that deviates from the original application holds little to no weight in the validity
of the new context it applies to. Guba and Lincoln (1985) and Erickson (1986) proposed the idea
of transferability as opposed to the use of generalizations in situational research as an alternative
if details of both sending and receiving contexts are similar and evident. Erickson (1986) stated
the purpose of transferability is “not for abstract universals arrived at by statistical
generalizations from a sample population, but for concrete universals arrived at by studying a
specific case in great detail and comparing it with other cases studied in great detail” (p. 130).
The term “user generalizability,” coined by Merriam (1998), refers to the idea that another
researcher can refer to and recognize a study’s findings and conclusions and can be used to
generalize or apply to another context known well by the researcher. Ellis, Adams and Bochner
(2010) described that generalizability in autoethnography is validated and tested by the discourse
audience; it is intended for rather than the respondents of the research. If the narrative “speaks”
to them and applies to their lived experience or of the lives of others they may know, then its
validity is real within the context of contingency. In this case, concerns of reliability refer to the
narrator’s or author’s credibility and how well they can tell or effectively communicate a story.
Alexakos (2015), supporting the validity of authentic inquiry, described that sociocultural
research does not claim to search for absolute truths but seeks to allow the researcher and
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participants to engage in meaningful and mindful research experiences that can be transformative
for all those who participate in it. Knowing that my pregnancy experience was going to be
mentally, physically, emotionally, and possibly spiritually transformative, I decided to document
my day-to-day lived experiences. I had no way of predicting the outcome of my knowledge.
Hence, using authentic inquiry as a methodology allowed me to examine my day-to-day
interactions, probe into any issues that arose, and discover new ways on how to manage or
resolve them if needed with the goal of reaching the end of my pregnancy with a healthy child.
What is the Purpose of Theorizing Motherhood in My Self-Study?
To answer what is the purpose of theory in self-studies, it is essential to understand what
they are and how they are used in the practice of research. Paul ten Have (2004) described that a
theory provides modes of conceptualizing for describing and explaining to a wide range of
discourse communities such as the researcher, subjects, and laypeople. (p. 14). He also stated
that perspective precedes theory in which a researcher may have presumptions, ideas, or even
other models that may not originate from empiricism. This perspective can precede theories and
can influence the researcher’s paradigm and axiology on the study and vice versa. To mitigate
this, Glaser and Strauss (1967) claimed a researcher should engage in the research without
having prior knowledge of existing literature on contextualized theories to avoid the empirical
deductive process of probabilistic generalizations. Meaning, one should go into the research
“theoretically-blind” and then search for relevant theoretical literature once the analytical core of
findings has emerged and been established. As a transitioning mother in matrescence (the
transition to motherhood), and the theoretical underpinning of emergence and contingence, I was
not aware of the occurring phenomenon. Reflecting on the theoretically-blind nature of the start
of my self-study and the perspective gained on my axiological paradigms as a transitioning
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mother, the paradoxical nature of being both the researcher and the researched––has been the
heart of this evolving project.
Looking back at Guba and Lincoln’s (1985) authentic inquiry tenet of fairness, and
understanding that researchers may have their own presumptions, values, and beliefs concerning
the context they are investigating, conclusions and generalizations should be independent of
them. Therefore, establishing a theory that recognizes the rationale for research in which a
researcher may choose and diminishing the idea that the study is entirely limited increases––
providing validation. This type of methodological framework of research gives the researcher a
systematic approach to understanding the findings without projecting their axiology. At the same
time, there is a certain level of awareness of one’s paradigm before the research begins,
recognizing that these can change as the researcher and subjects progress in the study. However,
in self-study, the research subject and the research are the same, and the level of awareness is
offered in a first-person type of analysis that can be beneficial not only to the audience but to the
researcher. There is a lot to be learned when axiologies change in a study. Therefore, though I
may accept some form of a systematic approach to a narrative study, I reject the idea that bias
and values are considered invalid in research. As both the researcher and researched, it was my
subjectivities as a mother and doctoral student that led me to a wellness journey on my
phenomenological experiences through narratives. The narrative that represents the “voice” that
is often missing in empirical works on maternal health and wellness.
Rationale on Theorizing in Self-Study Research
In Glaser and Strauss’s (1967) Discovering Grounded Theory, they stated “generating a
theory involves a process of research” (p. 6). They added that the source of ideas does not
necessarily need to stem from empirical evidence. This is apparent in the biographies of many
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scientists who may draw inspiration from everyday occurrences, insights, formative ideas, or
other sources directly not related to their study. It is through these sources that give life to the
very nature of sociological research and that the studies carried out are merely just providing an
explanation of the already occurring phenomenon—hermeneutic phenomenology.
On Hermeneutic Phenomenology in the Maternal Wellness Self Study and the Road Ahead
Glaser and Strauss (1967) outlined five interrelated purposes of theory in sociology,
which can contextually align with generalizations, or Merriam’s (1998) “user generalization.”
They are:
To enable prediction and explanation of behavior, to be useful in theoretical advances in
sociology, to be usable in practical applications-- prediction and explanation should be
able to give the practitioner understanding and some control of situations, to provide a
perspective on behavior, to provide a guide or style of research on the particular areas of
behavior. (p. 3)
Applying the tenets listed above to Tobin’s (2019) authentic inquiry, which aims to be
ontological (what is revealed as the research progresses), educative (understanding and
respecting other perspectives, catalytic (what changes are being made for the better?) and tactical
(ensuring that all participants benefit from the research), provides a systematic approach to this
type of research, ensuring both participants and researchers have and maintain agency during and
after a study. Hermeneutic phenomenology asks two main questions: What is happening, and
why is it happening? Engaging in an ethnomethodology study, the researcher uses the
foundations of hermeneutic phenomenology to probe into and answer the question: What more is
there? I hope this narrative research is not only beneficial to me but to others who are interested
in engaging in this type of research while creating ripple effects and change.
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In the following chapters, I discuss my personal journey through matrescence (Chapter
2), experiences with obstetric violence (Chapter 3), postpartum self-care and wellness (Chapter
4), and recommendations for birth education reform (Chapter 5). Narratives are weaved
throughout to provide context on exploring the questions of hermeneutic phenomenology (what
is happening and why is it happening) and as both the researcher and the researched, making
sense of the changes involving the transition to motherhood. This is my story.
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CHAPTER 2. MATRESCENCE (THE TRANSITION TO MOTHERHOOD)
Abstract
In this chapter, I discuss the terms “matrescence” and “motherhood” and their implications on
my journey to motherhood. I share my own experiences with matrescence (the transition to
motherhood) through an examination of personal narratives of my hermeneutic
phenomenological lived experiences during pregnancy and into the very first few weeks of
postpartum motherhood. Through macro, meso, and microanalytical lenses, I explore the social
and cultural norms of motherhood and mothering in relation to my own ontologies. I examine the
dialectical relationships between the macro, meso, and microanalyses of motherhood in which I
interrogate my own constructs of motherhood in relation to Schlossberg’s (1981) transition
theory and Stern’s (1995) motherhood constellation, which include events or non-event
occurrences that affect my situation, self, support, and strategies for coping in my new role as a
mother. I document the ontological shifts occurring during this very vulnerable time using
Tobin’s (2018) methodological bricolage of authentic inquiry as a framework that includes the
development and use of Ricœur’s (1984) narrative study and autoethnography, Van Maanen’s
(2011) impressionistic tales, and Tobin and Ritchie’s (2011) event-oriented inquiry. This chapter
provides a theoretical framework into my own epistemological inquiry of motherhood as both
the researcher and the researched, providing the foundation for understanding and reflecting on
the emergent and contingent phenomenological experiences of what is happening at the onset of
the matrescence period of motherhood.
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Reflecting on the Journey of Matrescence and Learning at the Boundaries
For me, becoming isn’t about arriving somewhere or achieving a certain aim. I see it
instead as forward motion, a means of evolving, a way to reach continuously toward a
better self. The journey doesn’t end.
–Michelle Obama, Becoming
As I introduce myself, I must first say this: I AM AN ACADEMIC, MOTHER, WIFE,
DAUGHTER, TEACHER, BIOLOGIST, MILLENNIAL, and AFRO AND INDO
CARIBBEAN WOMAN. These labels, from a relational standpoint, make me who I am and
comprise much my identity and shape the paradigm of my life and my lived experiences. I list
these identities (in no particular order of importance) as a way for others to understand just how
complex they are and, in retrospect, how they vary based on the conditions I face through my
day-to-day interactions. There are invisible boundaries at the intersectionality of my identities
and my ontologies (existence), epistemologies (beliefs), axiologies (ideals and values), emotions,
or paradigm (worldview) change per the identities of my multitudes. I use the word multitude,
which is derived from the Latin word multus and multitudo and means “many,” figuratively, to
establish the importance of the influence of my identities and how they play a role in my
everyday life. With regard to everyday life and decision making, I find myself having to navigate
these multitudes and contradicting the existence of my at the moment beliefs and ideals, causing
existential turmoil that, when experienced, can lead to permanent life changes. As a mother, and
in the society I live in, these shifts can have unintended consequences and ripple effects on the
intersection of my identities (positive or negative). Alexakos (2015) described these
contradicting or opposite identities as a dialectic. Meaning that as I am transitioning to
motherhood, contrasting identities can often pose as a conflict when experienced for the first
time, and my “old” identities and “new” identities are transforming dialectically to navigate the
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process of matrescence. Through the dialectical relationship perspective, mothers can make these
relationships coexist (e.g., Academic | Mother), but often societal pressures (e.g., economics,
lack of universal and equitable maternity leave policies) leave them to make choices that may be
least desirable to them (e.g., unprotected job positions, unpaid leave of absences from school or
work which forces a mother to become a stay-at-home-mom). Some of these dialectical
relationships and their byproducts stem from long-term historical classism, racism, and
patriarchal archetypes of socially constructed gender roles cloaked in biological rationalizations.
The Dominant Narrative of Motherhood
Society has perspectives of these labels, and these play a role in how the individual
interacts and responds within the society they exist within. Gramsci (1971), who coined the term
“hegemony” or invisible power, described it as an ideal of standardization (norm). Anything that
deviates from it is considered abnormal and societally discouraged. This kind of normalization or
norm has a powerful sway over people’s lives in which they work to ensure anything considered
unconventional will receive criticism to propagate norm values. The word “normal” means to
conform to a standard, average, typical, expected. In the English language and in society, the
word “normal” symbolizes affirmation. In medicine, the word “normal” governs health outcomes
for a patient and test results, and anything abnormal is cause for concern. In motherhood, this
normative view of motherhood is termed monomaternalism.
“Monomaternalism” and “The Motherhood Mystique”
In the previous section, I outlined the dominant narrative of motherhood as termed
monomaternalism. Mono meaning “one” and maternalism as referring to a certain viewpoint or
common idea of a mother, the term can be simply described as the one mother ideology. Park
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(2013) defined the term monomaternalism in her work, Mothering Queerly, Queerly Mothering,
as the ideological view of mothers and mothering that stems from a:
Combination of beliefs of socially normative and [the] biological imperative . . . [and
gender theorists] have noted claims about “real men” and “real women” are not empirical
claims . . . but are, rather, injunctions mandating that we perform gender in socially
circumscribed ways. (p. 3)
Monomaternalism translates and is synonymous with the “good mothering” claim (Park, 2013).
Park (2013) describes that often, real mothers’ paradigms are shaped by “biocentric theories of
motherhood” and construct maternal realities as biological processes such as pregnancy, birthing
and lactation. (p. 4). These biocentric theories of motherhood are concealed in the “maternal or
motherly instinct” narrative of the possession of natural bonds of the mother to baby (Park,
2013), and the idea that biology always prevails. Park spent a great deal discussing maternal
relationships within biological motherhood versus non-biological motherhood (such as adoption
or blended families). The latter being non-normative in the context of monomaternalism.
Excuse Me While I Learn How to Be a Mother
What does monomaternalism mean for me? Well, it is in this body of work that I learned
about the histories of the ideal and “real mother” narrative and the hegemony of motherhood. It
is through the Western macro lens of monomaternalism that the term motherhood mystique is
established. Viewing motherhood in biocentrism undermines the role of others’ contributions to
baby-rearing—making the role of mothering the sole responsibility of the mother based on these
biological factors. As I was preparing for motherhood, I remember learning about this transition
phase through a biocentric perspective, except this was governed by normalcy. How I should feel
as a mother, what is my role as a mother, how I should behave as a mother, how I should eat like
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a mother—were all determined by this dominant viewpoint—a perspective I had no explanation
for up until this very chapter of my journey. I spent countless times developing anxiety over my
own pregnant body, reflecting on the unsolicited and unwarranted advice from those from whom
I have never sought information before. Corresponding with other transitioning mothers at the
time who were navigating their “new normal” as well, I questioned what made this acceptable in
our society.
Friedan’s (1963) feminine mystique (a construct idealized in the American suburban
housewife as the feminine role of fulfillment), is often a derivative of monomaternalism. Nested
within the construct of the feminine mystique is the motherhood mystique. The motherhood
mystique is the established view of motherhood that immutably governs the role of women and
mothers within society (McMahon, 1995). It perpetuates a form of “benevolent sexism” that
defines different gender roles and functions in the society in which women live. Per McMahon
(1995) and Johnston-Robledo (2000), the norm of female passivity and the roles women should
take on are dictated by these ideals, motherhood is the ultimate fulfillment role of all women, and
it is natural and necessary for all women to experience it. Women are instinctively good
caregivers. Seen in ideal maternal roles such as “good mothering,” “intensive mothering,” and
having the “maternal instinct,” a mother must sacrifice her own personal desires and put them
aside to commit full-time to motherhood. Women who work or have professional lives are
inadequate mothers.
As a transitioning mother, my axiologies often collided at the boundaries of the ideal
maternal “good mothering,” role, and the inadequate mother being that I was a student and a
teacher. Trapped within the confines of American social constructs of motherhood, I was battling
between meeting my financial obligations and the evolving needs as a woman becoming a
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mother. Why was I torn? The canon behind the “professional” and “self-sacrificial” mother has
been cryptically dominating the “bad mothering” narrative I have so very much imperceptibly
alluded to. This imperception is termed: The Motherhood Mystique.
Critiques of “Monomaternalism” and “The Motherhood Mystique”
Park (2013) discussed that monomaternalism resides at the intersectionality of patriarchy,
heteronormativity, capitalism, and eurocentrism. It does not privy the voices of those who are
“othered.” Regarding hegemonic motherhood, Ribbens (1994) explained that mothering is
different for the more vulnerable and marginalized populations in society, and often these
mothers receive criticism from prevailing expertly-defined models of accurate mothering. Adams
(2001) stated mothers who are “women of color, or who live in poverty, or who work outside the
home, or who are single, lesbian, younger than average” (p. 414) are beyond the boundaries of
“normal” mothering, but aspire to the hegemonic norms of motherhood. Deviance from the
expected “motherhood mystique” fulfillment results in disappointment or feelings of failure. The
motherhood mystique does not hold truths for marginalized communities. If a mother does not
fulfill these ideals, then “mommy guilt” occurs. This is experienced through conflicts of the
ideals outlined in the motherhood mystique and the actual phenomenological experiences of the
mother. Something I experienced a great deal throughout matrescence as I tried to navigate my
new role as a mother, with my old roles as a student and teacher.
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The “Birth” of a Mother—A Significant Life Transition

Figure 3. Maternity photo, with Layla, January 2016
Transition theory, coined by Nancy Schlossberg (1981), identifies four major factors that
influence how adults experience and cope with life changes or transitions—situation, self,
support, and strategies for coping. Matrescence or motherhood was identified by anthropologist
Dana Raphael (1973) and later expanded by Daniel Stern (1995 and Alexandra Sacks (2017) to
be the process of a woman becoming a mother. It is characterized and has been added as a
significant life transition originally outlined by Arnold van Gennep’s (1909) rites of passage—
the “coming of age” rite of passage. It is a transition period, like adolescence, that involves
hormonal shifts, identity and role transformations, and physical body changes. Raphael (1973,
1975) described and expanded this rite of passage of becoming a mother beyond just leading up
to the birth experience and included the role of mothering and maternal obligation for the first
few years postpartum as a part of matrescence. There is a “connectedness” to cultural context in
which matrescence, motherhood, and mothering occur. Glenn, Chang, and Forcey (1994)
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described mothering as a “historically and culturally variable relationship” (p. 3) in which a
mother provides care for her young. It is through these contexts of a woman’s pregnancy that she
develops a “motherhood mindset” which, depending on these societal factors, is explained as a
period in which a mother experiences “psychological turbulence” (Stern & Bruschweiler-Stern,
1998, p. 5). Stern and Bruschweiler-Stern (1998) described this transition period in three stages:
pregnancy—the anticipation and preparation for her unborn baby such as through the imagining
of the impending life changes it may bring; adjusting—coping with motherhood after the baby is
born; and resuming normal or previous activities—learning to integrate the new motherhood
mind with the pre-pregnancy mind.
Matrescence is not to be confused with the phenomenon of “nesting,” described by
Myles, Bennett, and Brown (1993) as maternal behaviors occurring during pregnancy in
preparation for the baby’s immediate arrival by preparing the environment (e.g., decorating a
nursery). These behaviors are observed within the first 12 weeks of gestation (such as when a
mother is lethargic and therefore, may rest more during this embryonic stage of pregnancy in
which rapid development of cells occurs) and then again a few weeks preceding the birth (Walsh,
2006). Matrescence is described as a life transition that may contain elements of the phenomenon
of nesting. Nesting, in theory, may occur in matrescence but can also precede it, as a woman may
or may not be aware of her pregnancy status at the time of the occurring phenomenon, but it still
occurs. There is a form of awareness behind matrescence that very much involves the factors of
Schlossberg’s (1981) transition theory: situation—involving the planning of conception (e.g., is
this the desired pregnancy?), self—demographics and psychological outlook (e.g., is the woman
mentally, physically, emotionally, financially, socially prepared for this baby?), support—
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family, community networks (e.g., does the woman have the desired social support?), and
strategies for coping—stressors (e.g., what strategies does the woman enlist to manage stress?).
The Transition to Motherhood (An Exclusive Event) For Every Birth

Figure 4. Skin to skin bonding with Layla, in mother/baby unit, April 5, 2016 (11 hours
postpartum).
The transition to motherhood is unique for all mothers and situated in contexts of time and place.
Prinds, Hvidt, Mogensen, & Buus. (2014) described the motherhood transition as a period
between birth and the early postnatal stage of pregnancy. Prinds et al. also clarified that the
existential meaning of the transition to motherhood is an event that takes place at every birth, not
only exclusive to first-time mothers but through each pregnancy. I can attest to the individuality
of birth experiences as I had precipitous (back-to-back) pregnancies. My two children were born
18 months apart. For health reasons (e.g., dangerously reoccurring high blood pressure readings),
I was medically-induced (the artificial start of labor) for both birth events. My first birth
experience was not as laborious, and I was able to deliver a healthy full-term baby in under 14
hours. Immediately after the birth, I had a difficult time adjusting to the physical changes in my
body, and with the hormonal shifts, I experienced signs of “baby blues” or postpartum dysphoria.
This phenomenon often observed in pregnancy is a puerperal condition (lasting up to 6 weeks)
postpartum. This condition affects women in Western and industrialized societies (roughly four
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in five births). Because of its prevalence, treatment is often not necessary as it often resolves
with time on its own.
New mothers who experience this condition may have feelings of anxiety and lack of
confidence and maternal incompetence, experience periods of sadness and crying, delayed baby
bonding and increased insomnia. If the “baby blues” period extends beyond the 6-week
postpartum period and the signs do not regress or become worse, then a mother should be
concerned with the development of PPD and will need to communicate this with her provider.
The symptoms associated with PPD are not qualitatively different from other depressive states,
but the etiology of the occurrence of them after a life event such as childbirth justifies the use of
the diagnostic term (Riecher-Rossler & Hofecker, 2003). The dominant narratives that surround
the perspectives of mothers’ afterbirth exist within two dichotomies—either one experiences
complete pleasure or postpartum euphoria (hypomania) or more colloquially known as “baby
pinks” with their baby, or they may experience PPD, an extended form of “baby blues.”
Postpartum euphoria is a condition referring to the first few days a parent spends with their
newborn child. Though not formally recognized as a disorder like PPD, it is a culmination of
observable “risky” behaviors exhibited by a postpartum mother that determines the hypomanic
state. Initially, following birth, a mother may feel energized and have a positive outlook on the
postpartum experience. She may engage in sleep deprivation, starvation, and focus her needs on
the child––while neglecting her very own. With negative physiological feedback, this euphoric
state then changes to a depressive state. This is not to be confused with the new baby elation
phase most mothers experience. As previously outlined in chapter 1, the less commonly known
postpartum hypomania tends to be the expectation of motherhood. According to Heron and
Oyebode (2011), hypomania symptoms occur in one in 10 postpartum women. It is not to be
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assumed that the feelings of elation, sleep deprivation, and being a “super-mom” are low-risk
indicators for requiring postpartum support––yet, this is the de facto scale used by healthcare
providers to determine a patient’s mental and emotional state at a follow-up appointment.
Though the outward coping strategies of elation, selflessness and sleep deprivation are sociallyarchetypal traits of “good-mothering,” the reinforcement of learned parenting and common
expectations makes it socially, culturally and emotionally acceptable enough to go undetected or
unknown to those who are immersed in the day to day duties of parenting. This archetype is
often portrayed in the media as indications of “good-mothering” and habitually gives unrealistic
expectations to expectant and current mothers and their familial and social groups on how to
cope with the new identity of a “mother.”
Per the NIMH (2018):
Postpartum depression is a mood disorder that can affect women after childbirth.
Mothers with postpartum depression experience feelings of extreme sadness,
anxiety, and exhaustion that may make it difficult for them to complete daily care
activities for themselves or others. (NIMH, 2018, Para. 1).
Before I had my daughter (Layla), my mother shared her own postpartum stories and experiences
during her pregnancy with me. It was through her that I learned of her experience with PPD,
which made me more aware of my own likelihood of developing the disorder. According to
Gaynes et al. (2005), 13%–20% of women experience some form of major depression. So, as a
family, we were equipped with the knowledge of the hereditary factor. According to NIMH
(2018), the difference between PPD and “baby blues” is that the latter is a term used to describe
the feelings of worry, unhappiness, and fatigue that women may experience postpartum whereas
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PPD is a feeling of extreme sadness and anxiety that might interfere with a woman’s ability to
care for herself or her family.
I can remember one of my postpartum accounts with my husband during our first day
home. I remember feeling hopeless when my attempts at breastfeeding to build the maternal
bond with my daughter did not go as expected. I can remember just how much he treated me like
a fragile egg—looking after me to ensure my transition home did not result in full-on postpartum
depression. I remember the look in his eyes—they had a look of worry. He told me a week after
my daughter was born, “you do cry a lot.” I thought I was doing a decent job of hiding it from
him. His support whenever he was available, though very helpful, was a consequence of concern
for me. It was what I needed at a time in which I felt I was “not my usual self.” Part of me
wanted to know how he viewed me? From his perspective, did I seem weak? Was I a good
mother? A good wife? This was a new experience for both of us, and while I was trying to hold
my emotions altogether, I did not know how he was feeling during this transition to fatherhood—
patrescence.
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Experiencing a Preterm Birth and Mothering in the NICU

Figure 5. Meeting Adam in the NICU, October 6, 2017 (10 hours postpartum).
For my second birth experience, I was medically-induced as I developed preeclampsia—a
life-threatening condition that develops in pregnancy and, if left untreated, can cause a condition
of eclampsia. Preeclampsia has symptoms of high blood pressure, swelling of hands and feet,
and high protein levels in the urine. Preeclampsia can only be treated by monitoring the mother’s
condition and performing a medical induction and delivery of the baby. At 36 weeks’ gestation,
my son (Adam) was considered “preterm” (a baby born before 37–40 weeks’ gestation) and was
admitted to the NICU immediately after his birth. After attempting to bring him to the breast to
begin the bonding process, we learned that his blood sugar was abnormally low. With his
immediate admission into the NICU for low blood sugar and the need to tend to my immediate
recovery postpartum (e.g., receive stitches for perineum tearing after a vaginal birth), I kissed
him, and he was whisked off to the NICU—with this event, our budding maternal–infant bond
was interrupted. Mothers’ experiences of premature birth and the admission of their babies to the
NICU are often viewed negatively as they experience their transition to motherhood is
characterized by feelings of distress, trauma, depression, separation, lack of control, and feelings
of hopelessness and helplessness, and exclusion while trying to preserve their idealized notions

51

of parenting and the family unit (Obeidat, Bond, & Callister, 2009; Swartz, 2005). Compared
with my first birth, in which my daughter stayed with me during the recovery process the entire
time, which allowed me to bond with and respond to her every need, I had expected to do the
same with my son. Unfortunately, this was not possible. With his condition and mine at the time,
I had to learn how to ‘mother’ from afar—something for which I never prepared for.

Figure 6. Skin to skin bonding and breastfeeding with Adam in the NICU, October 6, 2017 (11
hours postpartum).

After the turmoil of the birth events settled, I managed to get to the NICU to visit my son.
I saw that he was in an incubator and was no longer wrapped in a swaddle blanket and clothing.
It was the first time I was able to see his body in its entirety. He looked healthy—I mean, he had
10 fingers and 10 toes. Even being born a month early, he weighed 7 pounds and 6 ounces (the
standard weight of a full-term baby)—and on observation, he was the largest baby in the NICU!
He was covered in wires for the monitoring of many vital signs—some I had no idea what they
were monitoring, or at least it was not a concern for me. I gazed at his face through the
incubator—his eyes were closed. I looked at my husband and began to cry. I did not know what
to do. I wanted to hold my son, but I could barely hold myself up as I was still stumbling on my
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feet from the continued swelling and anesthesia. My husband, who was able to supervise the
admission of my son, had a bit more familiarity with the setting did something that I never
thought of doing—he opened the incubator port doors and touched his feet. I whispered, “are we
allowed to do that?” as I looked around for hospital staff to reprimand us. It was the first time I
realized that I had to “ask permission” to do typical motherly tasks. I felt overwhelmed and, at
the moment, did not know how to cope with this experience and the emotions that developed.

Figure 7. Husband, Dwayne holding Adam in the NICU, October 7, 2017 (14 hours postpartum).
As a second-time mother, I did not know or understand my role in the NICU, especially
because my son’s basic needs were being met, and my rudimentary understanding of my role
was minimal and different than what I am used to in terms of normal “mothering.” When
conducting my own research on this phenomenological experience, I learned of the term of
liminal parenting (parenting at the boundaries). The high technological NICU setting (which can
be overwhelming for new parents) can interrupt the natural approach to maternal instinctual care,
making the act more peripheral (Spinelli et al., 2016). Meyer, Zeanah, Zachariah Boukydis, and
Lester (1993) stated stressors associated with a loss of parental control in the NICU are amplified
by the boundaries set forth by the physical setting, the hospital staffs’ supervisory role over the
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infant, and the limited opportunities for mothers to bond and care for their infant. These stressors
can add an additional layer of trauma and strain on individuals during their transition to
parenthood. Watson (2011) described that often some mothers felt as if their baby belonged to
someone else and Callery (2002) stated often these mothers felt as if they needed explicit
permission to touch or care for their baby. Although medical interventions are necessary for the
survival of the preterm baby, the mother’s sense and parental identity are disrupted, thus enacting
a liminal role of crisis when deciding how to care for their baby. (Fenwick, Barclay, & Schmied,
2008).
After waiting for the NICU staff to be free to assist me with safely removing my son
from the incubator and wrapping him in a swaddle blanket with the appropriate wires attached—
I held and fed my baby, uninterrupted. Throughout my 3-day hospital stay, I continued to visit
the NICU every 2 hours to bond with him in any way I could (e.g., breastfeeding and changing
of a diaper). I remember that I was not the only parent in the NICU, and as I visited more
frequently, I began to get to know some of the mothers near my child’s incubator. It was not
explicit, but I felt this common desire of all NICU mothers—the hope to one day take their baby
home and continue the transition process of motherhood. Something I felt even more as I was
discharged from the hospital a day ahead of my son.
I recall another mother who was visiting her baby in the NICU. We met as our children
were located in the same area of the unit. I had gotten to know her over time as I visited the
NICU. She had her child at 24 weeks’ gestation (who had been hospitalized for over 3 months).
She had been visiting the NICU every day to drop off pumped breastmilk, breastfeed, and bond
with her baby. I remember how comfortable she felt. It was as if she had accepted this reality. I
was still in shock from the recent birth event and trying to adjust to the NICU environment. I
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recall her coming to the unit and proceeding to dress her child in handmade knit clothes and
taking pictures while singing, rocking, and playing with her. I watched from a distance and
wondered to myself—would this be my new motherhood reality? My son showed no signs of his
stable blood sugar levels, and I was scheduled to be discharged from the hospital the same
afternoon. My doctor offered to “buy” me an extra day in the hospital if I [emotionally] needed
and if I was not ready to leave my son. As a mother of two, I decided I wanted to go home and
see my daughter, as she was too young (18 months at the time) to visit the hospital and visiting
hours were limited to parents and grandparents in the NICU. As I was leaving the mother/baby
unit, I visited the NICU for the last time before I left. I sat with my son until there was a change
of staff (a time in which parents were not permitted in the NICU). I remember feeling torn
between the reality of leaving the hospital environment to go home to my daughter and knowing
I was leaving my son behind, whom I had not seen in a couple of days. Reality had hit me––I
was leaving the hospital empty-handed. As we left the NICU, I wrapped the baby’s car seat in a
garbage bag and secured it in his area. I hoped to bring him home soon.
When I was discharged from the hospital, I was given a protocol on how to contact the
nursing staff to get updates on my son’s progress via phone. It all seemed so generic—
reductionist in the matter. The only thing that tied me to my son now was my medical bracelet
and his. He technically did not even have a legal name. He was recognized on the bracelet as
“Vanessa MC Vales” followed by a medical record number. The MC stood for “male child.”
Over the past couple days after birth, the NICU staff recognized me and greeted me as “Adam’s
mom,” and once I left the hospital, I felt as if the co-parenting relationship mutually started had
ended in a divorce with one parent having full custody and the other having visitation rights
(me). I was reduced to a medical record number! When I finally left the NICU, I recalled a
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moment in which I made eye contact and nodded to the other mothers in solidarity. I finally
understood what it meant to be a NICU mother—something I never thought I could prepare for
in pregnancy as I walked out and went home without my baby.
Medical Record#12345678 – Idealized Motherhood of Two, (Briefly) Interrupted
I went home to see my daughter and do whatever I could to try to return to a natural
pattern of mothering as I had not seen her since before my hospital visit. I also spent that same
evening preparing for my son’s arrival to come home. I had my son a month earlier than
expected, and when I finally arrived back home, I was hit with the reality that I had nothing
prepared for him. During this prep, I also ensured to pump milk from my breasts and store it for
later use (a schedule I kept to simulate feeding my son every 2 hours). I checked in on my son’s
progress every few hours (like I would when I was in the hospital). I kept my medical bracelet on
as this was the only identifier that allowed me to get patient record access when I called the
hospital.
When I called the hospital’s direct NICU line, I was greeted by an operator who asked
me for the information that was located on my bracelet. Without this information, I would not
have been able to connect with my son’s nursing staff. I continued to do this throughout the
evening and into the early morning. I recalled a moment in which I went into his nursery and sat
in the rocking chair. I remember at that moment I was flooded with feelings and emotions: anger,
disappointment, physical and emotional pain, and failure.
Nevertheless, I continued to do whatever I could to not fail as the mother I was learning
to become—a mother of two was uncharted territory. The next day, I received a call from the
hospital staff and they informed me that my son’s blood sugar levels stabilized and I could take
him home. It was as if a weight was lifted off my shoulders. I was relieved that I could continue
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my transition to motherhood. We picked up our son from the hospital and thanked the hospital
staff for their care for our child—I was ready to go home and get settled with my son and now
expanded family. Millward (2006) described the motherhood transition as a “profoundly
transformative experience for women” (p. 317). Slade, Cohen, Sadler, and Miller (2009) stated
women who are experiencing these transitions take on new forms of identity while nurturing,
caring, protecting, and responding to the needs of a newborn. These new paradigms can result in
ontological shifts, changing axiologies, and the development of new priorities for the mother. In
theory, the mother is always changing to adapt to the life changes set forth by the lived
experiences of caring for her baby. In the case of my son, I had to learn how to adapt to a delay
in the process of the typical mother | infant dialectical transitions in matrescence—thus,
maternal-attachment behaviors were delayed by the interruption of the NICU environment.
Relating to Schlossberg’s (1981) transition theory, Feldman et al. (1999) conclude in their work
that the bond that is created during pregnancy is deferred until the mother believes the baby’s
survival is likely to occur.
Matrescence and the Power of Creating Counternarratives
The self-realization of the phenomena experienced during my transition to motherhood
offered me a new perspective on just how complicated motherhood can be. A complexity that I
was not aware of or could have actualized from my previous lived experiences as a transitioning
mother—which further proves that matrescence is an individual and single experience in which
no child preparation class can fully prepare an individual to understand. My hope for future
mothers is that if they do take anything away during the preparation phase of motherhood, it is
that they should be prepared to be unprepared. At least with this expectation, there is room for
growth, acknowledgment of failures, and reified motherhood that represents who they indeed
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are—themselves. The transition to motherhood is a unique experience for all, and the one mother
narrative can be dangerous if used as the normative approach preparing for motherhood. Thus,
there is a need to have more matrescence counternarratives to share the reality of what
motherhood can genuinely be. With the sharing of these narratives, we increase the voices and
perspectives of those experiencing the transition to motherhood, therefore supporting the
ideology that matrescence is truly a unique situation for all. It is only when these narratives are
shared that we can counteract and dismantle the cyclical monosemic patterns of
monomaternalism and the motherhood mystique—there is power in our voice.
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CHAPTER 3. HEALING FROM MEDICAL BIRTH TRAUMA AND OBSTETRIC
VIOLENCE THROUGH THE JOURNEY OF MATRESCENCE
Abstract
In this chapter, I examine and discuss my ontological shifts in the transition to motherhood
(matrescence) with relativity to lived experiences of medical birth trauma and obstetric violence.
This was a narrative study grounded in Kenneth Tobin’s (2018) framework of methodological
bricolage that employed Ricœur’s (1984) narrative study and Max van Manen’s (1997)
hermeneutic phenomenology, Kenneth Tobin and Stephen Ritchie’s (2011) event-oriented
inquiry, and John Van Maanen’s (2011) realistic and impressionistic tales to promote
mindfulness and reflexivity in this very delicate time in the transition to motherhood. Throughout
this chapter, I share and reflect on personal narratives of my lived experiences leading up to and
during matrescence (transition to motherhood) and reflect on them to build resilience while
continuing to answer the guiding questions of event-oriented inquiry—what is happening, why is
it happening and, what more is there? Last, this chapter adds another voice (polyphonia) and
perspective (polysemia) beyond the confines of monomaternalism (idealized motherhood) to
address ontological shifts in maternal wellness and situated maternal identity with the added
layer of promoting wellness and healing from the lived experiences of medical birth trauma and
obstetric violence.
Author’s Note on Self-Disclosure
This chapter, by far, was the most difficult for me to write. Particularly, as it contains
contents about my personal experiences of birth and the events leading up to, during, and post
what would be characterized as encounters of trauma. Defining this chapter on obstetric violence
within the contexts of sexual violence was very arduous for me. As these labels––very much like

59

in our society is engrained in power imbalances of patriarchal views of sex and dominance. And
for those, like myself who struggle with these power imbalances, may unknowingly reveal a new
realization of birth trauma for others or themselves through this work. The narrative I share in
this chapter is not only to make known the firsthand injustices experienced at the hands of
medical professionals, but to break the silence of the invisible wounds of birth trauma through
awareness and self-advocacy. Throughout matrescence, I never saw myself as a victim as it is
defined within the contexts of prejudicial action ensued on a person resulting in harm, injury, or
death. Contextually, this definition assumes these prejudicial actions are at-the-moment and are
beyond the control of those who experience them. For those who experience mental or emotional
trauma, the wounds or after-effects of the prejudicial action often may be “invisible” or go
unnoticed to providers or the person experiencing them. The “victim” may seem physically
normal or within the range of routine health assessment guidelines post-birth. However, through
my own traumatic birth experiences, I sought answers to the emotional baggage I carried after
my birth event. In doing some research, I learned of a new and emerging term, obstetric violence
(birth rape or birth violence). Upon my research and anecdotally learning of those who have
documented their experiences, they were very much like mine. For the first time, since my birth
event, I was not alone. Though the term is new, the occurrence of obstetric violence has
happened for many centuries. Cristen Pascucci, the founder of Birth Monopoly, an advocacy
group for women or individuals who have experienced obstetric violence, stated obstetric
violence is the “normalized mistreatment of women and birthing people in the childbirth setting.
It is an attempt to control a woman’s body and decisions, violating her autonomy and dignity.
(Birth Monopoly, n.d., para 1). Proceeding with this chapter may be difficult for some, as I am
bringing my body to an educational context that is not commonly seen. My hope is that by
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shedding light on these experiences, no mother will have to go through what I went through in
her transition to motherhood.
Everyone has their own MeToo story. It’s far too prevalent . . . But not everyone can tell
their story. Not everyone has the audience or platform to tell their story, and I actually
feel like I’m in this very privileged position to be able to do that.
–Evelyn Yang, CNN Interview, January 2020
Mom: “I want you to find a good doctor.”
Me: “Don’t all doctors take an oath to care for their patients?”
Mom: “Yes, but not all have good intentions, I almost died with you!”
Me: I looked at my mom with horror. “How can that happen? We are in America! Was
there something wrong with you?”
Mom: “They induced me, and the nurse miscalculated the dosage of the administered
medication. No one believed me when I said you were coming. I screamed for everyone,
and no one believed me.”
Me: I rubbed my swollen stomach. I am feeling anxious and sick—the thought of being
left alone and in pain while in labor sounded like a nightmare.
Mom: With tears in her eyes, she looks at me. “I almost died with you.”
–Conversation with my mom (2015)
Birthdate: January 21, 1988
The Experience of Obstetric Violence | Drawing on the Parallels of Sexual Violence
Christian Pelmas (2017), author of Trauma: A Practical Guide to Working with Body and
Soul, Somatic Sex Educator’s Handbook Series, helped me understand for the first time just how
complex trauma is for sexual victims. In general, for those who have any experience with
trauma, it can take on many forms. In this chapter, I discuss a few forms—shock trauma,
developmental trauma, intergenerational/cultural trauma, vicarious trauma, and secondary
trauma––concerning my phenomenological birth experiences. The first two, shock (occur during
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an event) and developmental (occurring over a period), are significant experiences that emerged
throughout my transition to motherhood (matrescence), and I dedicate a significant amount of
this chapter exploring this phenomenon of trauma through the analysis of my narrative.
Intergenerational/cultural trauma involves a collective or group and their experiences of
an adverse event that may be deemed traumatic—it is through my research of others that I
learned to define or make meaning of my medical birth traumatic experience and gain knowledge
of how to define, identify and heal from obstetric violence—one of the main rationales for
including this topic as a chapter. The latter two—vicarious trauma and secondary trauma (both
involving experiencing trauma from other entities than the direct event)—are something I did not
think about up until this chapter. After finding the difficulty of writing it, I imagined how
difficult it would be for another to read it.
So, I must caution readers about the effects of developing vicarious and secondary
traumatic experiences from reading this body of work. As I write this, I understand that not
everyone experiences trauma the same, nor does everyone heal the same. I am not only referring
to physical experiences of trauma, but the emotional, spiritual, and mental capabilities as well.
Last, I want to stress the importance of understanding that matrescence is an experience unique
to all mothers and it is a transition period that occurs at each time of pregnancy and birth. One
experience does not equate to all, and I am merely just sharing my journey of healing through
this delicate time. My goal is not only to share my story, but to shed light on my experience with
medical birth trauma and my journey to healing, self-exploration, self-learning, self-compassion,
and the development of resilience in a somewhat vulnerable place and time of life. I hope that by
reading this, one learns of other ways to understand, become more aware of the unaware and
vigilant in their healing while using mindfully-based approaches such as breathing meditation
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and mindful journaling—or other complementary forms of wellness to develop resilience
through whatever traumatic experiences that may occur. I, for one, am not advising against
seeking professional help for situations that may be emotionally and physically compromising,
but advocating for mindfully-based approaches to wellness as both complementary and essential
in the promotion of healing through experiences such as these. Thus, viewing the mindfullybased approaches to wellness as complementary offers a sense of agency in a time that may seem
that one is not in control.
On Ontological Motherhood and the Dangers of Monomaternalism
In the previous chapter, I discussed my transition to motherhood (matrescence) using the
theoretical framework of Tobin’s (2018) methodological bricolage consisting of Tobin’s (2019)
authentic inquiry, Tobin and Richie’s (2011) event-oriented inquiry, and Ricœur’s (1984)
narrative study. It is through this bricolage that I share the ontological shifts through my
transition to motherhood during the prenatal, antenatal, and postnatal periods of my pregnancies.
I also examine how monomaternalism (idealized motherhood) and the motherhood mystique
(Westernized perspectives of motherhood through biocentrism) influenced my changing
paradigms and identities as a transitioning mother experiencing naturally occurring phenomena
such as postpartum baby blues and the development of primary maternal preoccupation. I share
these experiences through narratives to reflect on my experiences, engage in self-knowledge, and
enlist the toolkits of mindfulness that eases the transition of my “old self” to my “new self” as a
mother during this period.
Discussing the Experience of Transitioning to Motherhood—Without Birth Events
In the previous chapter, I omitted the experience of my birth and the events of this
occurrence purposefully as at the time of developing the chapter, I was not (emotionally) ready
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to detail the moment of these experiences and instead wanted to focus on providing a theoretical
framework “dancing”’ on the periphery of the theory of matrescence in relation to myself and
society. I suppose I was playing it safe, protecting my feelings and emotions, or unknowingly
protecting myself from reliving the memories of the experience of this traumatic event. I also
wrote the previous chapter on matrescence to gain new knowledge about the transition to
motherhood—pinpointing theories, explanations, and histories of defined phenomena that occur
in Westernized motherhood. I suppose it was a coping mechanism or distraction––a strategy
engaged by myself to deal with stressful situations or occurrences, without having to deal with
them. Or maybe it was setting the stage for this chapter. Nonetheless, as a doctoral student, it felt
normal to do this and, in a way, provided a safety net of answering the ongoing questions in
event-oriented inquiry: What is happening? Why is it happening? What more is there to learn?
However, without explaining the details of the traumatic birth event, I resided at the margins of
discussing my transition to matrescence, prenatally, and postnatally. But why? One reason is that
to engage in event-oriented inquiry, answering the question—what is happening?—takes on a
new meaning for me as a person who had just experienced a medical birth traumatic event. The
inability of myself to engage in unpacking the lived experience became a roadblock. I needed to
understand why I had hesitations in the first place and if it was safe to engage in this form of
analysis before I progressed further into this part of my self-study.
Westernized Views of Gender Violence | Obstetric Violence and The Emergence of
“Feminist Phenomenology”
Defining Obstetric Violence and its “Invisible Wounds”
The language of “obstetric violence” has been recently adopted in the United States to
describe and denigrate the mistreatment of women in medical settings while experiencing a birth

64

event (Kukura, 2018). A derivative of gender violence (violence directed at women because they
are women), obstetric violence is the profound mistreatment of women during childbirth while in
care of their healthcare providers (Diaz-Tello, 2016; Shabot, 2016). Shabot (2016) described and
distinguished this type of medical violence from others through a feminist phenomenological
analysis by stating obstetric violence is a “clearly gendered phenomenon; women are its main
victims, and it has its origins primarily in how women (and their (dis)abilities) are perceived and
perceive themselves in Western patriarchal societies” (p. 233). Sadler et al. (2016) described
obstetric violence as a structural issue of medical violence.
Power Structures of Obstetric Violence and the Hegemony of Medicalized Motherhood
The Hippocratic Oath (Modern Version)
by Louis Lasagna (1964)
I swear to fulfill, to the best of my ability and judgment, this covenant:
I will respect the hard-won scientific gains of those physicians in whose steps I walk, and
gladly share such knowledge as is mine with those who are to follow.
I will apply, for the benefit of the sick, all measures [that] are required, avoiding those
twin traps of overtreatment and therapeutic nihilism.
I will remember that there is art to medicine as well as science, and that warmth,
sympathy, and understanding may outweigh the surgeon’s knife or the chemist’s drug.
I will not be ashamed to say "I know not," nor will I fail to call in my colleagues when
the skills of another are needed for a patient’s recovery.
I will respect the privacy of my patients, for their problems are not disclosed to me that
the world may know. Most especially must I tread with care in matters of life and death.
If it is given me to save a life, all thanks. But it may also be within my power to take a
life; this awesome responsibility must be faced with great humbleness and awareness of
my own frailty. Above all, I must not play at God.
I will remember that I do not treat a fever chart, a cancerous growth, but a sick human
being, whose illness may affect the person’s family and economic stability. My
responsibility includes these related problems, if I am to care adequately for the sick.
I will prevent disease whenever I can, for prevention is preferable to cure.
I will remember that I remain a member of society, with special obligations to all my
fellow human beings, those sounds of mind and body as well as the infirm.
If I do not violate this oath, may I enjoy life and art, respected while I live and
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remembered with affection thereafter. May I always act so as to preserve the finest
traditions of my calling and may I long experience the joy of healing those who seek my
help.
Sadler et al. (2016) described this structural issue as biomedicine—which is “a social and
cultural system, the complex historical construction of internal beliefs, rules, and practices,
which responds to and reproduces gender ideologies across health professions, the legal system
and the state” (p. 50). Thus, the hegemony of biomedicine overlooks the culture of biomedical
treatment in healthcare systems and quite often guises its existence in the first place (Sadler et
al., 2016). Per Kukura (2018) and Oberman (2000), under fiduciary law, the doctor–patient
relationship is a legally binding one—meaning the law can regulate or supervise fiduciaries and
can impose penalties if the relationships are breached. In short, the concept of the fiduciary
relationship offers victims protection and a means of legal restitution if mistreatment is
experienced during childbirth. However, in the current U.S. healthcare system, proving that there
is a breach in the fiduciary relationship of the doctor and patient is a challenge as issues of power
of knowledge is amassed within the physician privilege of specialized knowledge and expertise
and the patients growing dependence of this specialized knowledge throughout the process of
matrescence (Kukura, 2018). The power and privilege of this knowledge come into play when
health care professionals use the language “maternal-fetal conflict” in which the medical
treatment of preference supersedes and is in favor of the secondary patient—the fetus (Oberman,
2000). The harm caused by this breach in a relationship is less definitive and overall impacts
violation of human dignity. Currently, breaches in doctor–patient relationships are recognizable
in medical malpractice law in which the fiduciary law applies in limited circumstances such as
the agreements in the Health Insurance Portability and Accountability Act (HIPAA) that protects
patients information and confidentiality and informed consent which discloses an institution’s
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financial obligation and interest in research and poses the purpose, benefits, and potential
medical risks associated with medical treatment and interventions.
As a feminist issue, obstetric violence is a case of gender violence in which laboring
women who are generally pathologically healthy experience labor and birth under the theoretical
framework of sexual violence (rape; Sadler et al., 2016). The experience of obstetric violence
can often lead to negative experiences for some women, even after they have left the hospital
setting with a healthy baby (Kukura, 2018). Diaz-Tello (2016) described these effects as
“invisible wounds”—meaning women who experience this mistreatment leave their birth
experiences suffering from profound mental and emotional incursions that include feelings of
having a lack of personal autonomy, diminished reproductive agency, and a lack of sense of
security. These feelings are likened to the effects of shock trauma such as in the experience of
sexual violence (rape), in which the victim of obstetric violence may describe having feelings of
betrayal, fear, helplessness, shame, invalidation, illegitimacy, self-blame, self-doubt, guilt, loss
of trust, isolation, avoidance, alienation, grief, anger, and rage (Lebowitz & Wigren, 2005). A
victim of sexual violence can develop depression, posttraumatic stress disorder (PTSD), or
memory flashbacks, which can lead to harmful effects such as self-harm, substance abuse, or
suicide.
The Many Forms of Obstetric Violence | Gender Violence
Obstetric violence involves the mistreatment of women during childbirth. It is a poorly
understood phenomenon among women as it is often underreported. Often, victims who
experience obstetric violence are conflicted with the ideas of validation of claims and the actual
reporting of these claims. Questions arise, such as are my complaints worthy, or are my injuries
serious enough for a complaint? The uncertainty of the outcomes of these claims often is the
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reason why cases are being underreported and dismissed. Often the victims who experience this
type of mistreatment in birth may be fully engaged in the trusting relationship of the doctor–
patient relationship and not aware of the phenomenon of obstetric violence and its classifications
when it occurs. Kukura (2018) outlined and classified obstetric violence experiences into three
distinct categories: abuse, coercion, and disrespect.
Abuse
Per Kukura (2018), abuse is one of the leading forms of obstetric violence that women
experience in childbirth by medical professionals and staff. Within the contexts of childbirth,
abuse includes forced surgical procedures (e.g., episiotomies or cesarean sections), unconsented
medical procedures (e.g., artificial labor induction, membrane stripping or breaking or vacuum or
forceps-assisted delivery), sexual violation (e.g., unwanted touching such as vaginal exams with
frequent vaginal penetration), physical restraint (e.g., forcing or holding a woman in a supine
position during the pushing phase or restricting movement altogether), and other forms of abuse
(e.g., experiencing hostile care and behavior or the withholding of pain medication and other
forms of care).
Coercion
Coercion tactics are used to secure patient consent for medical procedures. Kukura
(2018) described that medical measures of coercion include the institution’s blanket policies
restricting access to forms of care without patient consent, threatening of judicial intervention,
threatening to involve child protective or welfare authorities, or withholding treatment
altogether. Often, women feel emotionally compelled to submit to their providers’ preferences
for medical treatment, even if it means giving up their autonomy in the process. These actions of
coercion neglect the provider–patient trusting relationship. Informed consent in situations of
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coercion is ignored and often puts women in problematic situations of conceding to unwanted
medical procedures or consenting to receive medical treatment in times of duress.
Disrespect
Mistreatment during childbirth can also include disrespectful behaviors directed and
experienced by a woman. This can include a provider or healthcare staff being insensitive to the
laboring mothers by yelling, slandering, and shaming them for their decisions or reaction with
regard to how they may cope or deal with labor and stress. This can also include culture,
language, gender, and sexual orientation prejudice from providers.
A Narrative on the Laboring Body in the Transition to Motherhood (The Second Time)
Trauma is an inescapable stressful event that overwhelms a person’s existing coping
mechanisms.
Van der Kolk, The body keeps the score: Brain, mind, and body in the healing of trauma
(2015)
I never thought of the impact birth events would have on our lives. Or the significance of the
details leading up to, during, and postpartum. In my birth education classes, a great deal of class
time was spent preparing for pregnancy and the birth event. As a participant, the phenomenon of
transitioning to motherhood was new for me. During my first pregnancy, I devoted time to
preparing for a new baby (nesting) into my home, and when she arrived, my home was ready, but
I was not. In Chapter 3, I discussed my challenges with baby blues (mild postpartum depression)
and coping with it using breathing meditation, sunlight exposure, and writing. I went into my
second pregnancy armed with the knowledge of my first. What I learned was to expect
everything and nothing at the same time (notions of idealized pregnancy vs. realized
pregnancy)—as matrescence is unique to each pregnancy and birth event. This section is devoted
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to providing the reader with a literary snapshot of my experiences leading up to, during, and
immediately postpartum (24 hours).
And since we all came from a woman
Got our name from a woman and our game from a woman
I wonder why we take from our women
Why we rape our women, do we hate our women?
I think it’s time to kill for our women
Time to heal our women, be real to our women
And if we don’t we’ll have a race of babies
That will hate the ladies, that make the babies
And since a man can’t make one
He has no right to tell a woman when and where to create one
So, will the real men get up
I know you’re fed up ladies, but keep your head up
–Tupac Shakur, “Keep Ya Head Up,” 1993
Week 36, Day 1
I woke up this morning. I am grateful I did. Despite waking up, I never recalled falling
asleep. At 8-months pregnant, I was feeling a bit uncomfortable, and my 18-month old daughter
has not fully transitioned to her bed and was experiencing night-terrors and teething, so our bed
was a bit crowded. Kick, Kick, Kick (there he goes), and there were four of us waking up this
morning—myself, my husband, my daughter, and my soon-to-be son. Great, I won’t be able to
sleep until I am dead. I could not help but think about my doctor’s appointment this afternoon. I
wasn’t feeling too well, and given my track record of birthing experiences, I had a feeling this
one was going to end in an early induction. I am just grateful to have made it to week 36 of my
pregnancy as at week 10, I had experienced a threatened miscarriage and had a 50–50 chance of
carrying a baby to term. I had a few setbacks and experiences that are unique to this pregnancy,
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and at week 36, I was in the home stretch. I have not been able to urinate for days now, and my
feet were swollen. This was not a good sign.
“Dwayne, let’s not have the baby shower anymore. I don’t think we will have enough
time,” I explained to my husband in the passenger’s seat as we were making our daily commute
to Brooklyn. That morning, I made the executive decision not to have a baby shower. This was
the morning that the invites were going to be sent out to our closest family and friends. Because
we had just had a baby, we wanted to keep it small. Quite frankly, I did not even think a baby
shower was necessary or even socially acceptable amongst my circle. On speaking with family
and friends on their opinions, I had received mixed reviews on this idea. Many, pointing out that
I had just had a baby and should be ready.
I got ready and headed in for my appointment. As I got to the doctor’s office, I did what I
always did before I was seen: checked in for the appointment at the front desk, gave a small
urine sample to the medical staff, and sat in the waiting room until I was instructed to enter the
ultrasound room. While waiting, I decided to review my online baby registry and purchase the
most necessary items. My mother accompanied me on this visit. She seemed nervous. I decided
to distract her with items from my baby registry cart. Just like me, I know she was concerned
about my condition, and her accompanying me to my appointment was her way of ensuring my
voice (or hers) was heard. In my transition to motherhood, my mother shared her birth story of
me multiple times. All the times she had shared resulted in tears of frustration, rage, pain, and
anguish. Learning of my own birth story was not pleasant, but as a child growing up, my mother
always glossed over the negative details to “paint the idea of a healthy baby” for me. Like a
fairytale, in which the cliché statement “and they all lived happily after” concluded the story. I
had no idea of the gravity of how much omitting these details meant in her transition to
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motherhood and how it had affected her healing process throughout these years. In some way, I
believe her presence and support throughout my pregnancy was her way of righting-the-wrong or
seeking justice. But justice for what? As I reflected on this thought, I hoped I never had to find
out.
The sonographer yelled into the waiting area, “Vanessa Vales.” After a long wait, it
seemed as if I had won the lottery. I replied excitedly, “Yes, coming!” and waddled from the
waiting room into the ultrasound room. “How are you today?” she asked. She always asked me
this question, and I always replied with some generic answer such as “I’m fine.” But today was
different. I said to her, “I hardly urinate, and I can’t breathe well.” I then asked, “do you think the
fluid level has increased?” I had been diagnosed with having polyhydramnios, a condition in
which the amniotic sac contains excess amniotic fluid. She replied, “well, let’s look.” She
applied the ultrasound gel to my stomach and applied contact pressure with the transducer probe.
“you’re going to feel a little pressure,” she said as she moved it about my belly. I looked up at
the screen as she was taking scans. She showed me recognizable body parts such as the face,
legs, and sex of the baby. “Still a boy,” she said. “He measures approximately 8 pounds 3
ounces, by the time he is due, he will be closer to 11 pounds.” I looked at her with complete
terror.
My mother looked at me and looked at the sonographer and began to speak. “She’s in a
lot of pain, she’s not urinating, and her legs are pooling with water.” Pointing to my legs and
feet, she said to the sonographer, “look.” The sonographer looked at my legs with much more
intent. She replied, “Speak to the doctor, tell the doctor you’re in pain. I will do my part and
show her the results of the ultrasound.” She dashed out of the room as I got dressed to head back
into the waiting room to be called into the examination room. To my surprise, as I walked out of
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the ultrasound room, I was immediately called into the examination room to be assessed (vital
signs). The medical assistant took my blood pressure and was immediately alarmed by the
number. She left the room to get the doctor.
The doctor entered the room and stayed at the doorway. This was not my regular doctor,
but she was the one who delivered my daughter when I was induced during my first pregnancy.
She reviewed my file very quickly and hastily stated, “Hello Vanessa, we need you to get to the
hospital right now.” She continued, “Your pressure is seriously elevated, and your protein levels
in your urine show signs of preeclampsia. Given your symptoms, you need to be admitted to the
hospital immediately.” I replied with concern, “But doctor, I took this test weeks ago! How is
this now coming up?” My inner-self was raging: did your colleague make such a mistake with
my life, how did she mess this up? She replied candidly, “I am just seeing her patients today, she
is at the hospital, and if you deliver she is the OBGYN on call, you will be fine. Right now, your
pressure needs to be under control,” she stated as she wrote me a note to bring with me to the
Obstetrician and Gynecology Triage Unit. “I am calling them to let them know you are on your
way.” As I commuted to the hospital, I sat back in the cab and thought of the events that just
transpired. Then I thought, why do I need a note to prove that I am in the condition I am in?
Shouldn’t the medical staff have access to my charts? Will they not believe me if I walked in? I
opened the note, which was written on a script pad and read it: “HBP of 168/105, Proteinuria of
303.” My mother, who is trained as a registered nurse, reviewed the script and said to me, “this is
neglect, you know that.” I looked at her and said, “I know, let’s just get to the hospital.” I called
my husband on the way to the hospital and explained what was happening. Worried, he
immediately left work.
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The “Safe-Haven” of a Hospital
As I approached the triage unit, I thought of my baby registry cart and my level of
preparation for a second baby. I was immediately flooded with emotions as I had not had a
chance to prepare my home for his arrival. Although I had an 18-month-old at home, a toddler is
in a different life-stage than a newborn. I felt scared, excited, and anxious at the same time. I also
felt guilty in robbing my daughter of her time as her mother and parent and immediately began to
cry. My mother consoled me in the waiting room as I waited to be called in to triage. As I was
called in to triage, I bumped into my actual doctor in the hallway. “Why are you here, you’re not
due for another month?” she said annoyingly, “I got a call that says you were on your way here,”
she followed. I was taken off-guard by her presence and tone and defaulted to the script, “Look, I
have preeclampsia.” I thought, oh, that’s what the script was for . . . just in case I forgot my lines
in the middle of a scene like an actress. She scanned the script with furrowed eyebrows, sighed,
and handed it back to me. She then stated, “You don’t have preeclampsia.” I thought to myself:
is my doctor gas-lighting me? I replied, “but the doctor in the office was concerned and sent me
here to be assessed, she says my proteinuria is over 300, and honestly I haven’t been able to
urinate normal in over 2 weeks.” With a degree of contempt, she replied, “Oh, I see.” And
followed with, “well you’re 36 weeks so we can induce you, but we will do it slowly.” I
sheepishly replied and asked, “okay, so when can I request an epidural? I know I am going to
want one.” She replied, “not until after we break your water, you’ve got some time, and that
needs to be approved by me.” Then she was off to her next patient.
The hospital staff immediately walked me to the delivery room and discussed the
parameters of my induction. I got undressed and put on the gowns they laid out on the delivery
bed for me. As I was going to have electronic fetal monitoring systems hooked up to my
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abdomen and dilation medication inserted into my cervix, I was destined to be bed-bound. A
man walked in, “Hello, I am doctor _________, I will be taking care of you this afternoon.” I
looked at him. He was not my doctor, but this was not out of the norm for a hospital setting. “I
need to do a vaginal exam to see how far you are dilated,” he followed. I held my breath and
panicked as I knew what was coming next. This was not something I enjoyed from past
experiences, and my doctor knew this and was very cautious when she did it to reduce pain. But
he was new (to me). “Please, be gentle, I am very sensitive down there,” I sheepishly replied. He
chuckled. Was he shrugging off my concern, or did he think I was naïve? I’ve done this before,
and I know what happens if it becomes too painful. Over the past few months, I was prescribed
pelvic rest (no sexual intercourse, no heavy lifting) to reduce my risk of having a miscarriage.
Over these few months, the growing baby had put much pressure on my pelvic area, making it
very sensitive to touch. Even when I was cleared for sexual intercourse in the last trimester of my
pregnancy, it was highly uncomfortable to do so. My doctor had explained that the baby could be
putting much pressure around the blood vessels in that area, making me overly sensitive. Upon
examinations, she knew to tread carefully and to take her time to reduce discomfort, which was
highly in my favor. The doctor signaled to his staff to standby. “Okay, please open your legs, I
am going to check your cervix now.” The doctor commanded. He inserted his hand. As many
times as I have prepared for the inevitable vaginal exam, my memories of them are mostly
negative. I immediately flinched from the pain. But, he wasn’t gentle—it felt forceful, it didn’t
feel right, it hurt terribly. My legs closed, and I pushed the doctor’s hands out. “Owwww,” he
yelled, “you must hold still, I have to do this,” he frustratingly continued. The medical staff who
were on standby came over to the bedside to offer assistance (but not to me). I’m crying, this
hurts, and I do not want this anymore. This is precisely what I did not want to happen—my brain
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says yes, but my body is saying no. I wanted the exam to be over, but for me to get to this point,
I needed to succumb to this hostile medical request. “I need to do this to assess your cervix, I’m
sorry it has to be done,” he stated. “Please open your legs again and keep them open,” he
commanded. I looked over at my mother with tears in my eyes, tears in hers, I am witnessing my
support person crumble. Powerlessly, I said, “okay.” Somehow with the knowledge of his brief
encounter and experience with me, he was armed. And within an instant, his staff came over to
me and held me down while he completed the exam.
“One centimeter,” he said. The moment before was a blur to me. I was straddled on the
side of the bed. I was not too sure what happened during the exam, but immediately afterward, I
gathered myself together and pulled myself up on the bed to sit up. I was in pain. As I was doing
this, I witnessed my mother ask for permission to come back into the delivery room. Where did
she go, she was just here? She looked at me with painful red eyes. “Dwayne is on his way up,”
she said. “Mom, where did you go?” I asked. She broke down and said, “They kicked me out
until it was over.” “I just couldn’t control myself.” She continued. I looked at her and said, “I
have always associated this as worse than birth.” She looked at me and whispered, “They’re
going to do it again and again, when they bring back the medication to thin out your cervix,
checking in between and again when they take it out.” I looked up at the ceiling and began to
sob. This birth experience was going to be a nightmare.
Dwayne arrived, and I briefed him on what had happened. My husband, unlike my
mother, is not as emotional and in my previous birth experience, was able to be level-headed
with me in times of crisis. He informed me that his mother (my mother-in-law) was stopping by
for a visit. She was also one of my support people during my first birth event, so naturally, I
imagined her being present for this one as well. She arrived. My mother updated her on my
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progress and what needed to be done. As I lay back and gather my thoughts, I overhear her say,
“well I will be here, don’t worry.” harmoniously.
The Doctor Arrives (Thank Goodness)
Shortly after, my doctor walked in. “I heard you almost broke my resident’s hand,” she
said accusatorily. “Doctor __________, you know how I get during exams, I can’t help it, you
know that!” I said defensively. “Well, I told you, this will be a slow process,” she reminded me.
She added, “Since you are only 1 centimeter dilated, we have a lot of time, the medication has
been ordered and just know that it will hurt more than your exam, so prepare for that. When you
are dilated enough, I will come back and break your water. This won’t happen until tomorrow.
So, you should just get some rest.” Remembering the painful events of my vaginal exam and that
I would need a few more with the medication they had prescribed, I asked, “when can I get an
epidural?” She replied, “getting one will just slow things down, so I’m saying no.” She added,
“we can discuss the possibility in the morning when your labor has progressed.” It was the
evening time, approximately 8:00 p.m., Grey’s Anatomy was on, and while she was interacting
with me, she was fixated on the television screen in my room. “Are you a fan?” I asked. This was
my way of signaling to her how poor her patient care is now as she was not making any eye
contact and was focused on the television. She replied, “well when you’ve been watching it from
the beginning, it kind of becomes a habit of continuing.” I glanced at my husband and my
mother, who seemed exhausted from the already long day. I turned to my mother and said,
“Mom, you should go home and get some sleep, they said it’s a long night.” “Yes, mom, head on
home, it is a long night, and I promise you won’t miss a thing. Come back in the morning. She’s
in good hands,” the doctor beamingly said.
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My mother looked at my husband and chokingly held back her words. I heard her muffle,
“I will, in a few.” When the doctor left the room, she said in her Grenadian defensive voice,
“Youuuuu think I am leaving, you muuuusssst be crazy,” she retorted while sucking her teeth.
There she is, the island woman is coming out. I chuckled at her response as I knew she was a
protective mother. She is a health care provider and educator, but she often reminds me that she
is a mother first and that always took precedence over any logical reasoning or positions in her
life. “Okay, let me at least order you some food. Since we are all hunkering down and
weathering the storm together,” I said.
The food arrived. “You know you are not supposed to be eating,” my doctor passed by
and yelled from the door. I had spent the entire day in the hospital and had not one meal. Birth is
a very energy expending event, and quite frankly, I do not know how I would have survived my
first birth without a proper meal prior to entering the hospital. “But doctor, I am hungry,” I
replied, defending my actions. Annoyed, she responded, “what happens if I have to perform an
emergency C-section, there is a small chance you can aspirate the food, and mom you should
know better” inferring to my mother’s medical knowledge and background. “All you can have is
ice, and that’s it, you’re basically an NPO!” She continued, “you guys are cruel to eat in front of
a pregnant person when I come back in this room, I don’t want to see any food—got it.” I looked
at my family. I was appalled by my doctor’s inhumane orders. Not only was she depriving me of
food, she was also shaming my support system of their basic human needs.
Later, the doctor who did my vaginal exam returned. “I’ve got the medication, and we are
going to insert it behind your cervix,” he stated. I looked around at my support. They were wary.
I asked, “will this take longer than a vaginal exam?” “Yes, as I will have to insert it behind the
cervix and ensure that it is in place.” Signaling to my husband, he suggested, “she can hold your
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hand during the procedure, everyone else will have to step out of the room,” as he looked at my
mother and mother-in-law. They complied and left at the doctor’s request.
Instructionally, he stated, “Okay, I am going to insert my hand right now, take a deep
breath and don’t move.” I obliged. I held my husband’s hand. The pain was equivalent to the
vaginal exam, but he did not stop. Shouting at me, “Vanessa, I need to get it past the cervix, hold
still.” “No, please stop— is there an alternative this hurts too much?” I said breathlessly in pain.
“We are already at the point of having this done. I just need to get it in a little bit more, but I
need you to be cooperative,” he replied. “Just get it over with already, I don’t want to do this
anymore,” I said as I began to sob. My husband held my hand tighter; I knew he did not like to
see me like this and that he felt helpless. “All right, take a deep breath,” the doctor said, and he
shoved his fingers past my cervix to insert the ribbon-shaped medication. “It’s in,” he said. My
husband held my head and stroked it with his hands as I continued to cry.
I felt limp from the event. “Please try not to move for the next 2 hours; we will assess
your cervix dilation throughout the evening,” the doctor instructed. He added, “now that you
have the EFM on your abdomen, we will monitor your contractions. You should begin to feel
them mildly over the next few hours.” “When will I be able to get my epidural?” I asked. “I
don’t see an order for one. I will have to ask the attending.” And he was off.
Within 1 hour, I began to feel strong muscular contractions. Looking over at the
cardiotocography (CTG) monitor, I noticed the frequency of waves of contractions syncing with
my own (give or take 3–5 seconds). I was able to tell when a uterine contraction was
approaching by watching the rise of the peaks in the CTG monitor. Like a surfer swimming into
the deep part of the ocean, trying not to be caught off guard by the frequency and intensity of the
waves of the ocean. Within an hour, my contraction and pain levels began to increase even more
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and became closer and closer together (about 2–3 minutes apart). My husband, who was noticing
the changes in my level of pain, decided to call in the staff. “I think she needs an epidural, she’s
in a lot of pain,” he advocated. I could not speak, the contractions were too painful, and they
were giving me little rest time in between. The nursing staff checked in on the monitor and said,
“she’s fine,” and proceeded to walk out of the delivery room. Something was not right. I had
been down this road before and the contractions I felt were much more substantial than indicated
in the CTG monitor. I continued to receive these intense contractions for the next few hours, with
no sleep or breaks.
I said to my husband breathlessly, “Dwayne, I need an epidural. I need a break; I can’t
take this anymore; the nursing staff is not taking me seriously.” My husband went out to the
nurse’s station and asked for help. I could hear him begging for someone to pay attention to my
condition. “The doctor is in surgery,” they said as he walked back into the room in defeat. “You
mean to tell me in this entire hospital there is only one damn doctor who can make decisions
here?” I replied angrily. My husband singlehandedly saw that we were genuinely alone within
this setting. We decided that in order to survive this ordeal, we would have to take things into our
own hands. In brainstorming what to do, my husband suggested the idea of adjusting my
monitor. “Let me see something. You have polyhydramnios. I see another contraction coming; I
am going to tighten the bands around your belly, maybe the monitor is not reading them
correctly because of all that excess fluid.” He tightened the bands around my belly, and
immediately, the readings changed and showed the uterine contraction intensity I was feeling all
along. With these changes, ironically, a member of the nursing staff came in to check on my
well-being. I stated I was feeling exhausted from the labor contractions and that I had been
requesting to see my doctor for the past few hours to be approved for an epidural. “We will see if
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the doctor is out of surgery and if she will approve the epidural,” she replied. At this point, I had
spent the past 20 hours in the hospital without an epidural and just wanted any type of pain relief
just to get a break before I entered actual labor.
In the early morning, the doctor returned to check on my cervix. “Vanessa, I am going to
remove the dilation medication, just hold still, it will not be as bad as before as I am just pulling
it out.” He performed the procedure, and within a few seconds, it was out. “I now must check
your cervix and see how far along you are. Please hold on,” he added. I tensed up thinking of this
but obliged, I mean, do I even have a choice here? “Okay, you are 2 centimeters dilated—not
where we want you to be, but we will have to give you an oral cervical dilator to speed things
up,” he stated. Within the hour, a nurse returned with the oral cervical dilator and instructed me
on how to take it. As of this point, I had not heard from my doctor with regard to an epidural or
looking into my painful uterine contractions.
It was 6:00 a.m. that morning. A man walked into the room. “Hi, my name is doctor
________, and I am the anesthesiologist on call. I have a request for you to receive an epidural.”
Seeing the fatigue in my eyes, my husband looked at me and responded to him, “Yes, she’s ready
when you are.” He prepared me for the procedure and instructed me to hold my contractions
mid-procedure. Finally, in what seemed like forever, I got the epidural I requested. “You should
feel the pain subside within the next half hour or so,” he said. I thanked him as he left the room. I
glanced over at Dwayne and said, “I hope I can get some sleep now. We have a long day ahead
of us.” My husband and I decided to take a nap, and my mother finally decided to go home and
get some rest.
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10:00 A.M.
My doctor arrived at my bedside. I was startled as she woke me up. “You got your
epidural,” she said, smirking. “We will need to break your water, but first, let me check your
cervix.” Because I had an epidural, I would not be able to feel the pain of the vaginal exam, so I
was willing to do so. “Six centimeters dilated,” she said. “Oh wow, that’s it? I feel like we are
not getting anywhere,” I replied, feeling defeated. “I am going to break your water now, and in a
few hours, you should be ready to deliver,” she instructed. She was assisted by a resident doctor
she was instructing how to break a bag. I did not mind.
As a teacher myself, I understand that all students have to learn from somewhere. After
she broke it, she reminded me she would be back in a few hours to check on my progress. And
she was off. At that moment, I realized something was not right. Even with the epidural, I began
to feel excruciating labor pains and intense pressure in my pelvis. This was a familiar pain. Her
resident, who was still in the room, looked over at me. “Something’s not right,” I said. With the
expectation that labor was not supposed to occur for a few hours, why am I suddenly feeling the
urge to push? “I think the baby is coming,” I said. My husband had stepped out of the room, so it
was just the resident and me. “It can’t be labor, you’re not fully dilated, and your water was just
broken. Do you want me to do an exam and check your cervix? “NOOOOOOO!” I screamed as
he reached for my legs. I kicked him away. I began to straddle myself to the side of the bed as if
I was holding something in. My inner voice was trying to convince myself I was not in labor, but
my body felt differently. I replied to the resident, “If it’s not a baby then I’m about to take a huge
shit in this bed and I don’t care anymore what any of you say!” Worried, he frantically ran out of
the room to get the doctor. My mother, who had gone home, instinctually came back. “Oh my
God, the baby is coming,” she said as she ran down the hallway to get assistance at the nursing
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station. At the moment, I stopped caring about what the hospital staff advised as my condition
and their predetermined medical timeline, I instead heard my birth education instructor’s voice
coaching me along: “women have done this for centuries on their own, you of all people will
know when it’s time to push.” So, I pushed. The baby’s head came out. My doctor ran into the
room, and screamed at me, “Oh my God, look at you, just look at you, look at your position—
turn over and hold it, hold it, don’t push, don’t push, stop!” With her tone, I thought she was
going to beat me. At this point, and based on the events, this was not an improbable thought.
She’s Panicking
There was no time for the doctor to prepare the room and herself for birth. As she and her
staff begin to gown up and prepare for the birth, my husband ran into the room in complete
disarray. After a quick assessment, he knew I needed help. “What the heck just happened,” he
screamed frantically while running to my side. “Hold it, hold it,” the doctor continued to yell at
me. Another strong contraction came and I could not—as much as I tried to hold it in, this was
beyond my control––I pushed my son out, and he was caught on the bed. Everything was a blur
immediately afterward. It felt as if we just weathered the storm, and we were experiencing its
aftermath. I remember feeling a flood of emotions, but the one I felt first was complete shock
because the whole birth event occurred so fast. My doctor yelled into the hallway, “page the
pediatrician!” while returning to examine me. She continued to yell at me and discuss how
irresponsible I was to not hold the baby in. “You could have torn your cervix! Look at you, and
now you have second degree tearing.” She continued, “Now I have to stitch you up, hold still,
the placenta needs to come out first.”
Her intern came in to view the birth of my placenta and assist. “Do I just pull it?” he
asked. “No, massage her uterus and gently tug, she’s bleeding a lot, so you don’t want to make it
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worse” she replied with haste as she quickly demonstrated. I’m still here! Why is she talking
about me like I’m not here? There was pain again as the birth of the placenta brought on strong
contractions again. As it was removed, she indicated to her staff as the placenta was bagged, “get
this to the lab, this is macrosomic.” After my birth, I thought the nightmare would end but it did
not.
I Still Feel So Invisible Here
“I can feel the needle,” I explained to my doctor as she began to stitch me up. “You have
anesthesia, so you shouldn’t feel anything,” she replied. I fought so hard to bite my tongue and
avoid screaming. This was the same way of thinking that had rendered me helpless here. I now
had a newborn in their care and wanted to ensure he was okay before he became a “victim” in
this facility. Unlike me, he did not have a voice to articulate how he felt (I did not have much of
a voice anyway), but under the circumstances, I remained quiet and continued to endure her
verbal abuse. Even after all of this, I was still unsure of the time my son was born, and I was sure
the doctor did not know either. In reviewing his bracelet, I know the time was incorrect by a few
minutes as the doctor was prompted by the nursing staff for a time. I watched as she glanced at
the clock and made up a time.
The Aftermath
Immediately after birth, my son was admitted to the NICU. In Chapter 2, I discussed the
idea of delayed matrescence and NICU mothering as a setback in realized motherhood for some
mothers, including myself. As a mother dealing with the aftermath of her traumatic birth event
while transitioning to motherhood, I realized I had to learn self-compassion and build resiliency
in this very delicate time of healing. I also learned I had to be reflective of the experience to learn
and grow from it.

84

While in the hospital, I had a bit of time to reflect on my birth experience and the
immediate aftermath. For the first few days, I avoided my doctor and did so for many months
postpartum. The thought of returning to her as a patient made me uncomfortable, and I was not
quite ready to meet another doctor. This would mean I would have to discuss my patient history
with them, something I was not ready to do. So, I ignored and neglected my health. I realized my
last birth event was traumatic when my mental and emotional health was getting in the way of
my personal livelihood. It was not until after this birth event that I realized just how much
emotional baggage I would carry with me throughout the next few years of matrescence and no
matter how much time has passed, the undesirable emotions from this experience had hindered a
very important relationship I have tried to curate for many years––the one with myself.
Bridging the Gap Between the Birth Event and Self
The narrative I share is more than just a birth story. This is a glimpse of the 24 hours of
my life that resulted in my growing focus on maternal health and wellness. I witnessed events in
a hospital setting that are often dismissed as medical protocols. Obstetric violence has been
occurring for many decades, but like myself, many women who experience it are not even aware
that it is happening. As the issues of provider abuse, coercion, and disrespect come to the
forefront in our shared birth stories, my hope is that more women will be aware and vigilant in
identifying the warning signs of obstetric violence. I hope this work sparks others to have the
courage to share their stories—as we have more power in numbers to make a change, therefore
disrupting the powers that allow these issues to exist we are paving the way for a healthier
medical provider and patient relationship that is mutually beneficial for all stakeholders during
the transition period to motherhood.
I have great respect for the past. If you don’t know where you’ve come from, you don’t
know where you’re going. I have respect for the past, but I’m a person of the moment.
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I’m here, and I do my best to be completely centered at the place I’m at, then I go
forward to the next place.
–Maya Angelou
In the next chapter, I discuss the importance of “self” during the transition to
motherhood. For someone who has lived through a traumatic experience, “negotiating self” can
be challenging to manage when superimposed on the adjustment period to motherhood. A
snowball effect in which one supersedes the other and adds another layer of complication to the
already delicate time of motherhood. If I did not recognize this experience and give myself time
to reflect, I would still have an unforgiving mindset. This forgiveness I discuss is not for those
around me but myself, as these experiences festered my physical, emotional, and mental wellbeing, which had severe effects on my health. I cannot change the traumatic birth I experienced,
but I can take momentary steps to move forward—which is entirely within my control.
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CHAPTER 4: NEGOTIATING SELF WITHIN THE MOTHERHOOD CONSTELLATION
Abstract
In this chapter, I share and reflect on personal narratives of my lived experiences leading up to
and during matrescence (transition to motherhood) and reflect on them while engaging in
opportunities of self-exploration, self-learning, and self-compassion to answer the guiding
questions of event-oriented inquiry—what is happening, why is it happening, and what more is
there? This chapter offers a first-person perspective reflecting on Stern’s (1995) “motherhood
constellation” ideology (motherhood child-centered tendencies or preoccupations) as it relates to
the dialectical relationships of the mother with her child and with herself postpartum. This work
adds another voice (polyphonia) and perspective (polysemia) within the confines of
monomaternalism (ideological motherhood) to address my ontological shifts in my journey of
maternal wellness and situated maternal identity.
This is a mother who is capable of devoting herself for a limited period to safeguarding
her baby’s ability to continue living. The mother allows herself to be created by the baby,
and the baby is able to experience the illusion of creation that later will serve as a source
for constant creative life.
Lubetzky, 2018, p.167
The infant is a virtuoso performer in his attempts to regulate both the level of stimulation
from the caregiver and the internal level of stimulation in himself. The mother is also a
virtuoso in her moment-by-moment regulation of the interaction. Together they evolve
some exquisitely intricate dyadic patterns. It takes two to create these patterns, which
sometimes look ominous for the future course of development and sometimes look quite
effortlessly beautiful.
Stern, 1995, p. 133
I begin this chapter with quotes from Ofra Lubetzky and Daniel Stern to shed light on the evergrowing dialectical relationship of a mother and her child and what it means to experience
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matrescence (the transition to motherhood). In Chapter 2, I framed the main ideas around my
transition to motherhood, creating vignette narratives to offer insights into the experience of birth
preparation and birth. As I stated in the previous chapter, matrescence is unique to one birth
experience, and thus, a mother will experience this transition period every time there is a
pregnancy or birth occurrence. Both Lubetzky and Stern are clinical psychologists who have
spent much of their careers contributing to areas of maternal wellness and child development.
Stern is well known for the coining of the term motherhood constellation.
The motherhood constellation is the prominent child-centered tendencies of the mother
during matrescence. Not to be confused with the astronomical term, constellations, which are
predictable patterns of stars in the sky to help those navigating the world around them, Stern’s
meaning reflects the codependent relationships of the mother and her baby during this transitory
period. These relationships are shifting as the needs of the baby change. This is contradictory to
the astronomical meaning of what we in science identify as a constellation, which is a group of
stars (e.g., Orion’s belt) aligned in an observable pattern. As observers, we view the stars and
their formed constellations as being relative to each other. They are often used as a form of
navigation, to determine directionality, and understand relationality to each other. When looking
at constellations, these patterns in the sky can work themselves into many governing systems
such as mythology, history, and even astrology. It is through these identifiable patterns of the
constellations that bring multiple meanings to the observer as they are trying to understand their
views and perceptions of what is around them.
On reflecting on the constellation meaning and Stern’s motherhood constellation, the
patterns surrounding motherhood are intertwined with the relationship a mother may have with
her mother, herself, and her baby. I further discuss these three relationship discourses in this
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chapter but primarily focus on self as this was the most challenging relationship for me to
negotiate within the transitory period of matrescence. And though it is expected that as a woman
transitions to motherhood she becomes more child-focused or centered, the arrangement of her
life or predicaments makes the constellation complex and somewhat volatile. Depending on the
spectator, and the positionality of the mother, these maternal patterns can either influence others
or attract casted stones of implication against her. This adds to the already hegemonic prototype
of motherhood.
After I had my second child in the Fall of 2017, as a fourth-year PhD student, I decided to
transition my research interest from prenatal wellness to maternal wellness. As a postpartum
mother of two, I was still trying to figure out the life-altering changes of motherhood. When I
decided to take on a self-study, I had no idea what I would be researching or what I would find.
All I knew was that I had my narrative, my voice, and my journaled everyday experiences. I kept
my journal to document my day-to-day experiences of pregnancy. Though my lived experiences
of pregnancy were ominous, my preparation efforts for motherhood and my idealized view of
motherhood were damaged. Once I had my first child, my adjustment to motherhood felt more as
if I was building the plane and flying it simultaneously with neither a blueprint of design or an
instruction manual. I always doubted myself and my capabilities as a mother.
In other words, I went to birth education classes so I could prepare to fly the plane. The
classes were just informational, a simulation, and normative in the content. Although I attended a
small and intimate home location with four other expectant mothers and their partners, there was
no room for “what if” within the learning path, and I left my birth education classes with a lot of
“what ifs” unanswered. Most of them were birth-related. Like most birth education classes, the
time was spent preparing the expectant mother for childbirth and immediate postpartum care.
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Once I arrived home with my child, I was hit with the reality that I had to continue to figure out
how to fly this plane. For credibility purposes, I am not reducing my transition to motherhood
experience as trying to operate machinery. Although, with adequate training, one can build a
model airplane and learn how to fly it. I am just trying to analogize the feelings of frustration,
fear, anxiety, and other emotions felt under a very stressful time while at home with a newborn.
At times, while I was trying to build the airplane and fly it, it also felt like it was simultaneously
on fire. Any sensible person would say that a pilot flying this plane under these conditions would
not survive the experience, and it is in our flight or fight response to find an escape route. I chose
the airplane because, while I am flying it, it is impossible to escape and survive it physically. So,
the only choice I have for survival is to keep flying, not knowing whether the fire will cease or if
the plane will ever become whole. Even if the plane made it to its destination and became whole,
assessing and rehabilitating the damage from the fire would be a different approach. If the
airplane makes it to its destination, would it still be recognizable as an airplane? After this
experience, am I still me?
Imposter Syndrome in Motherhood
During this time, and my experience, I felt the equivalence of the academic imposter
syndrome but in motherhood. I questioned my capabilities of mothering and the mainstream
view of motherhood (motherhood mystique). The perpetuation of hegemonic motherhood stems
back to what I describe in chapter two as monomaternalism (one mother narrative) and carries on
today. Most recently, over the last few years, two British royals gave birth (the Duchess of
Cambridge Kate Middleton and Duchess of Sussex Meghan Markle) to their children. The media
outlets covered both the news of the royal baby births. Kate’s near-perfect postpartum
appearance photos occur just a few hours following her birth experience. She is dawned with
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perfect make-up, clothing, and smiling happily to the press. Looking back at my experiences of
childbirth, I do not adore the experience. I am dismayed at the idea of her being subjected to this
experience. I pitied her. As a mother who has been through the birth process, I can understand
the importance of having time for mother-baby bonding, postpartum recuperation, and just
privacy. Though many admired her for feminine attributes such as beauty and fashion, I saw a
woman influencer who was carrying on the dangerous hegemonic view of the motherhood
mystique. Not to mention, in all of her press release experiences, she held the newborn every
time, further perpetuating the monomaternalistic perspective of motherhood.
On the other hand, Meghan Markle delivered her first child, and as a notable woman of
color to marry a British royal, she has broken away with traditional values, which caused a
societal disruption. Unlike Kate, she did not make an appearance until about 2 days postpartum
in which both she and Prince Harry made an appearance with their newborn. Unlike Kate, I
believe Meghan made a social statement by having Prince Harry hold the baby. Many would
argue that Meghan is trying to dismantle traditional ways of being by her very existence as an
African American born British royal, which, when her engagement was announced, was a
controversy in itself. Meghan’s birth appearance did more than offer a press-release to the public
on a royal. This appearance addressed the many centuries of generational hegemonic views of
motherhood that are evident in society today. As feminism and gender-equality rights are more at
the forefront than ever before, the psychosocial association of motherhood as outlined by the
works of psychoanalytic theorist Daniel Stern is that the motherhood constellation is heavily
ingrained in motherhood culture. Stern defined the motherhood constellation as an expectant
mother’s shift in priorities as she prepares herself emotionally, socially, physically, and mentally
for the demanding role of motherhood. Stern (1995) asserted that all the relationships or
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discourses in a mother’s life, including her relationship with her mother, affect her ability to care
for her child successfully. As I was asserting my own identity as a new mother, I sought previous
mothers who have had similar experiences for validity.
Meghan Markle’s birth occurred a year after my second birth. Now, as a royal, she can
influence and even change the narrative that exists around monomaternalism. Unfortunately,
when I gave birth to my first child, I had images of Kate and other media outlets showing
motherhood as a naturally happy experience. This was not the case for me postpartum. Coupled
with baby blues (postpartum depression), I was struggling to balance my own emotional needs
while ensuring that I had enough balance on the foundational qualities of mothering such as
providing the necessary attention required as a caregiver to my child during the transition to
motherhood while adjusting to any challenges faced when flying the motherhood plane. Why was
I struggling with my adjustment?
Reflecting on the Transition to a Self-Study on Matrescence
In the summer of 2018, I decided to return to where my formal birth education had
occurred. Not knowing in which direction my research would go, I decided to ask the director if
it would be possible to sit in on a cohort to generate ideas. I recognized that I was in a unique
place as I was a mother of two returning to the birth education setting that was part of my
prenatal journey. As a mother and a researcher having been through the experience of birth, I did
not think of my presence in a birth education setting as one of a novice. I felt as if I was beyond
the birth preparation mindset and would be able to focus my attention on the content and the
participants. This was not the case when I sat down with a group of expectant parents. As a
mother who had given birth twice, I found myself listening intently to the content and
demonstrations as if it was my very first time in a birth class. During break times, I found myself
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mingling with expectant mothers and sharing sentiments of the birthing process when asked.
Some were interested in my work and the background story in my transition to this work. Not
wanting to scare them off, I never revealed my obstetric violence experience. In some way of
attending the class, I thought this would give me closure from my traumatic past––finding out
what went wrong––like a corpse in an autopsy investigation.
At the time of my birth class visits, I did not know the term matrescence, but it was
through my exposure to the birth class setting and informal conversations with the birth educator
that I learned of a birth psychologist who specializes in working with expectant mothers. As a
researcher, I set an appointment with her and attended a session with another expectant mother to
learn about the general transition to motherhood. This is where I learned about the theory of
matrescence and the complexities of this phase of motherhood. Throughout this session, I
wondered: Why haven’t I heard about this before? Why wasn’t this in my birth education
classes? I remember asking the psychologist for the source of the term. She seemed annoyed by
my presence and quoted the author, Alexandra Sacks, who is also a contributor to the New York
Times. With this information, I paid her the $30 for the session and left. As I continued my
research, I learned the transition to motherhood or matrescence is an up and coming term that has
not been fully adopted in the medical community as say other forms of life stages such as
adolescence. Theorists such as Daniel Stern, Dana Raphael, and now Alexandra Sacks have
brought attention to this phase of life for women.
In the transition to motherhood, Stern (1995) and Stern and Bruschweiler-Stern (1998)
described that the actual period of matrescence goes beyond labor and delivery and the “birth” of
a mother is a process that begins at early pregnancy and continues through delivery and the first
years of an infant’s life. With the expansion of this defined period, the experiences of a mother
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during matrescence (transition to motherhood) goes far beyond the experience of birth. In
Chapter 2, I discussed that matrescence is unique to every individual and birth event. Many
ontological shifts (ways of being) occur when a mother is transitioning to motherhood. Stern
(1995) described this abrupt new way of life as the motherhood constellation in which a new
mother experiences shifts from older roles and tendencies to child-centered tendencies. Stern
also described that a mother will develop a “new set action tendencies, sensibilities, fantasies,
fears, and wishes” (p. 171) from the transition to motherhood, which will continue into the early
years of childhood. These tendencies can resurface during the child’s lifetime when there are
times of need or attention (Stern, 1995). Stern explained that the constellation contains three
discourses: (a) her mother, (b) herself, and (c) her baby and four component themes. In the first,
a mother’s discourse with her mother-to-her-as-a-child provides a sense of modeling. A yardstick
to align or not to align her values with based on the type of caregiver she perceives her mother to
be. In the second discourse, a mother to herself and herself as a mother is a realignment of old to
new tendencies within the context of the transition to motherhood. This discourse offers the
mother a new opportunity to process her past and its implication on herself as a new mother. In
the third, the mother to baby discourse is a baby-centered tendency and the mother’s
preoccupation with its future. Stern added that the motherhood constellation has four component
themes: the life-growth theme, in which the mother maintains the life and growth of a baby; the
primary-relatedness theme, in which the mother can engage emotionally with a baby to support
its full psychic development; the supporting matrix theme, where a mother creates and sustains
the necessary support systems to fulfill these functions; and the identity organization theme,
which is the ability of a woman to transform her self-identity to permit and facilitate all of these
functions.
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The discourses, which are also called “the motherhood trilogy,” with the four component
themes together make the motherhood constellation, and what emerges from them is a new
“self.” The motherhood trilogy occurs both in the pre- and postpartum phases of motherhood
whereas the four component themes occur postpartum (Stern, 1995). In this chapter, I reflect on
my postpartum experiences to shed light on my experiences with the last component theme
(identity organization) with the three discourses in matrescence as it relates to the motherhood
constellation.
Child-Centeredness and My “Mommy Brain”
Winnicott (1965) described the “good-enough mother” as a mother who adapts herself to
every need of her newborn. “Mommy brain,” or in Winnicott’s coined state, primary maternal
preoccupation, is described as a “state of heightened sensitivity” in which there is an intense
focus on a newborn that develops in pregnancy and continues a few weeks postpartum
(Winnicott, 1956, 1971). Once this initial heightened sensitivity state passes, the mother
experiences a “return to sanity” or regains her focus on the periphery in which she integrates her
“old self” with her “new self.” Sacks (2018) attributed the mommy brain phenomenon to the
brain’s neuroplasticity. She discussed the mommy brain phenomenon as a process in which the
brain changes throughout life by reorganizing connections in response to the stimulation of the
perceived new experiences (Sacks, 2018). She also states that neurogenesis is a process of
growth that allows for new learning (Sacks, 2018). A mother may experience the mommy brain
phenomenon during the first few weeks postpartum and consider it a brain deficiency when, in
theory, it is biologically and physiologically, inherent. What comes to the forefront are the needs
of the newborn, and what becomes masked are things such as dates, names, or work-related
tasks. This is advantageous and imperative for the survival of a baby as this mindset promotes
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the mother to bond and engage in the primary maternal occupation stage. From an evolutionary
standpoint, science reminds a mother that what is perceived to her or others as a deficiency is an
advantage (Sacks, 2018). But why does the mother feel inadequate? I found myself many times
throughout my days postpartum trying to negotiate my “old self” with my “new self.” Something
I never thought of in preparation for having a baby.
Identity Organization Theme: Negotiating My “Old Self” With My “New Self”
Brenhouse (2013) wrote:
The problem is that no one recognizes the new mother as a recuperating person, and
[therefore] she does not see herself as one. For the mourning or the injured, we will
activate a meal tree. For the woman who is torturously fatigued, who has lost one 10th of
her body’s blood supply, who can scarcely pee for the stiches running up her perineum,
we will not. (para. 4)
You Do Not Need to “Suffer in Silence”
Currently, the “motherhood mystique” is propagated by mainstream media through social
media, television, parenting magazines, birth education, and even family and social settings. But
why? Deviance from this norm can perpetuate the “bad mother” stereotype. Often, women
question their selves within the motherhood constellation and role fulfillment of motherhood.
There is an emotional tug-of-war being played in which a mother must deal with the demands of
her baby while maintaining her own needs. Society expects a woman to self-sacrifice for her
child, but on the other hand, within the confines of monomaternalism, a woman should practice
self-care to be able to care for her young and her family. With the motherhood mystique
(propagated idealized motherhood) looming in the back of nascent mothers’ minds, it is no
surprise that with these constructs, when actualized motherhood does not match idealized
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motherhood, there is a conflict. These conflicts lead to the unresolved mêlée between the two
dichotomies, which play out in the mother’s tendency to “suffer in silence.”
“Suffering in Silence”—But What if it is My Own Defense Mechanism?
In the next section of this chapter, I discuss my interactions with my doctor for a
postpartum visit. It is through this section that I realized the dangers of the intersectionality of
monomaternalism, the motherhood mystique, and the punitively judgmental standards of the
healthcare system that can have adverse effects on new mothers, especially those of
underrepresented backgrounds. An article in the New York Times titled, “A child bumps her
head, what happens next depends on race,” shed light on the implicit bias surrounding a family’s
race, ethnicity, and occurrence of child abuse cases. According to the author, Horan-Block
(2019), Black and Latino parents who admit their children to the emergency room for
preventable injuries are referred more to child protective services for investigation as compared
to White parents, often spiraling negative consequences such as child removals and loss of
parental or guardianship rights to their children. It has been a long-time assumption (with some
explainable truths) that the experiences of many people of color with social structures (e.g., law
enforcement, schools, workspaces) are often misrepresented or misinterpreted by the hegemonic
values of them and if deviated from these norms, may experience negative and sometimes lifethreatening consequences. So, what happens if a mother genuinely needs help? How does she let
the system know that is predesigned to fail her even though she requires help? Is it easier to stay
silent?
Mother Shaming and Motherhood Mystique
With the looming fears of experiencing motherhood shaming through mainstream media,
public spaces, medical visits, and even in private places, the culture of the motherhood
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experience is not just the mother’s own but everyone else who observes her actions and
capabilities. Mother shaming or bullying has been a new way of others enforcing hegemonic
motherhood. Mothers are placed under a societal microscopic lens and vilified for their parental
actions. This stems back to the ideology that monomaternalism obscures the narratives of other
mothers’ cultures, ideals, norms, and values and, in turn, can have detrimental consequences for
those who deviate from those views. Within the motherhood mystique, mother shaming often
propagates the motherhood archetype. Kleiman (2013) stated, “The frequent misrepresentation
and stigma of this term [motherhood mystique] only intensifies their already vulnerable selves,
often, leaving them paralyzed and silent” (para. 3). Given that we live in a society that “others”
mothers, the motherhood mystique values seem more like the norm.
The ideology of “do not need to suffering in silence” speaks to the privileged voices that
are in a position to share their voice. Unfortunately, the misrepresentation of motherhood and the
creation of the mother archetype has immutably obscured those who may undeniably need help.
In this next section, I share my first postpartum interaction with my doctor.
My First Postpartum Visit With the Doctor (April 2016)
After I had my daughter, my blood pressure was still elevated and a cause for concern.
Because of my high blood pressure, my body was still retaining fluids; in particular, I was
experiencing pooling in my legs. This condition made me physically unstable. As a result, I was
not able to walk or hold my daughter for long periods while standing. Before I was discharged
from the hospital, I was prescribed pain medication to manage my second degree tearing of the
perineum and was instructed to follow-up with my OB/GYN within 2 weeks for a wellness
check. During my first 2 weeks home with my daughter, I received support from relatives such
as my mother, mother-in-law, and spouse to adjust to the transition to motherhood. As the
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parental leave laws were almost non-existent at the time in the United States and in New York,
my husband had to return to work immediately after birth. During these first few weeks, I
experienced a whirlwind of emotions ranging from sadness, guilt, shame, and sometimes
happiness (like a song playlist on shuffle and replay), never knowing what to expect or even how
to articulate the feelings of these emotions. In addition to the emotional disequilibrium, as a new
mother and just like everything else in my life, I wanted to show that—I had everything under
control––despite what uneasiness I was feeling inside. I wanted to exude the confidence that
most women who have done before me portrayed. I wanted to be a part of the “mommies club,”
and the difficult adjustment period was part of the initiation process. Many experienced mothers
who had children before me explained to me that the first few months were the hardest—and like
childbirth—this season in my life would be difficult but temporary. As a working mom and
student, I knew the transition to motherhood was going to demanding under the very normal
circumstances, but nothing could have prepared me for the emotional and physical experiences
of having baby blues.
I visited my doctor just 2 weeks after birth to check my blood pressure. She was confused
as to why I had visited her before the standard 6-week postpartum visit that occurs after a normal
vaginal delivery. I reminded her that I was in for a blood pressure check in which she raised her
eyebrows and said, “oh.” Her response was one of nonchalance, and I got the impression that she
was least concerned. Besides my daughter’s check-up at her pediatrician, this was the first time I
had ventured outside since childbirth for my matters. She turned to her monitor and reviewed my
patient file to mention: “You pushed Hurray! I was concerned that you wouldn’t be able to do
it.” I looked at her with disdain and remembered that was one of her concerns about me carrying
a larger than normal-sized baby. Based on these initial interactions with the doctor, I realized my

99

visit with her would not go as planned. The opportunity for discussion on my postpartum
feelings was closing. Quite frankly, I felt as if the opportunity was never given.
She then asked me very amusingly, “So . . . how is motherhood treating you?” Before I
came into my appointment, I was ready and prepped to scream:
I . . . feel . . . like . . . I . . . am . . . (expletive) drowning, please help me!
I instead rambled very quickly and while looking at the floor said, “I’m fine, it was an
adjustment, my nipples hurt and are bleeding, and I can’t get more than 3 hours of sleep a day,
quite frankly I don’t even know how I managed to get here.” Her response as she chuckled
was—“it’s expected, your pressure is fine.” And that was the end of my visit and as well as my
window to talk to anyone outside my household about my postpartum experience in a
nonjudgmental manner—OR WAS I SCARED TO BE JUDGED?
From my doctor’s body language and mannerisms at our initial interaction, I was nervous
about sharing my feelings of baby blues (mild postpartum depression). I felt as if the walls were
caving in like sand in a bottle—and my time was running out. I was nervous to talk about my
feelings and anxieties and the possibility of having “baby blues” with her as she had a “nononsense” attitude that day and I got the impression she did not have the time to talk to me with a
waiting room filled with more “expectant goldmines.“ She ended our appointment by saying,
“We will see you in 4 weeks for your ‘real’ follow-up where I can clear you for work and sex”—
and she was out of the room and off to another exam room to another patient. I thought to
myself—these are the furthest things on my mind right now. I want to feel human again. What I
wanted to be cleared for was my self! I sat back on the exam table and reflected on what just
occurred. I replayed the conversation in my head and wondered, why did this interaction not pan
out the way I planned? Why did I hesitate to talk to her about how I felt? As I ask these
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questions, I realize the answer to my hesitation runs deeper than just this interaction and will be
explored in Chapter 5.
Taking a Momentary Breath—Beneficial Breathing as Medicine in “Baby Blues”
My first few weeks postpartum were very emotional for me in which I was healing from
the birth and adjusting to the paradigm shift in lifestyle to being a mother. I experienced bouts of
crying spells, lack of sleep, not eating well while trying to “learn” how to breastfeed—I was in
pain from my birth experience and was recuperating. I remembered one day I handed the baby
off to my husband. I went into the guest room of my home, shut the door, and cried. It was about
5:00 p.m. and I was facing West according to the position of my home to the sun. I felt this
warmth on my face as I cried silently, facing the window. I was ashamed to cry and was afraid
someone would catch me—all I could think of was the last thing I would want someone to do is
judge me. My mother suffered from PPD after she had me, so it was a cause for concern. I
looked up as a bit of warm sunlight peeked through the shades of the window. This felt good. I
got up and pulled all the windows shades down to reveal more sunlight into the room. I sat back
down on the bed. In self-thought—I reminded myself that my baby is safe, now it’s time for me to
get to a safe place as well. I used this time to conduct a deep breathing exercise (something that I
could not have done for a while). I wiped the tears from my face, thought of the sun, and just
took deep breaths.
After a few deep breaths, my mood of anxiety and frustration lessened. I smiled at myself
as this moment of peace confirmed that there was light within the darkness of this constellation.
After about 5 minutes, my primary maternal preoccupation state of guilt kicked in. Having a
heightened awareness of my “baby blues” condition made me more anxious in assuring that I did
not have PPD, and I was always reassuring myself that this was not the case. With these
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thoughts, I ran back to my baby after that moment of taking a breath to continue the bonding
process—a reflex I had struggled to accept within this constellation of motherhood.
On reflecting on this stolen moment in the first few days of my child’s life, I realized I
was taking care of my baby and neglecting the care of myself or not giving myself the time I
needed to relate to my “old self.” I recalled how the media backlashed the famous Chrissy
Teigen for going on a dinner date with her husband, John Legend, only 2 weeks after she
delivered her baby girl. She received heavy criticism with claims of Chrissy engaging in “bad
mothering” and that she was privileged enough to afford a nanny to give her the free time to do
this. While others sacrifice their very existence to parent 24/7, the “misery loves company”
narrative very much exists in this very vulnerable moment for parents. I must confess that at the
time—I did feel the same way that those commenters on social media felt, but I would never
voice it. And then, as I reflected on my metacognition, I realized I was judging her based on my
own experiences of monomaternalism and inflicting the motherhood mystique on this situation.
For me, the adjustment to my new role as a mother was challenging. What this celebrity
mother was trying to combat was the monomaternalistic perspectives of self-less motherhood. As
mothers, we need to let go of the idealism of self-sacrifice and showcase that self-care is equally
as important. When we board a plane, we are given directions before it takes off for a flight by
an attendant. As a precaution, one is instructed on how to use a face mask in the case of an
emergency (e.g., a decrease in cabin air pressure). When these masks come down, you are
instructed to put yours on first. When yours is secure, you can then be in a better position to help
others. This metaphor relates to the importance of self and self-care during the motherhood
constellation. As a mother, my first instinct would be to tend to my children first, and then help
myself. Though it is instinctual, this should not be the case for long-term survival as the child is
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solely dependent on the mother during this time. I learned the hard way post-pregnancy of the
importance of not “tending to myself first.” It was mentally, physically, and emotionally
exhausting.
The momentary exercises I took were not selfish but beneficial for my well-being.
Mindfully engaging in deep breathing exercises can help the body by increasing the circulation
of blood and oxygen. It also is beneficial in helping the body release toxins from the lymphatic
system, normalize respiratory rates and breathing patterns, and promote relaxation and calmness.
Emotional Responses to Postpartum Stress
In Chapter 1, I briefly discussed Stephen Porges’s (1997) polyvagal nerve theory. Coined
by Porges, the:
Theory proposes that the evolution of the mammalian [autonomic nervous system] ANS,
and specifically the brainstem regulatory centers of the vagus [nerve] and other related
cranial nerves, provides substrates for emotional experiences [meaning that the emotions
“act” on these centers] and affective processes that are necessary for social behavior in
mammals. (Porges, 1997, p. 62)
Relaxation techniques such as deep breathing and mindfulness can help counteract the “fight or
flight” response of the sympathetic nervous system, which is responsible for mobilizing the
body’s natural response to stressful events. Some physiological responses of an activated
sympathetic nervous system include increased blood pressure, increased cardiac rate and
respiratory rates, increased perspiration, the release of adrenaline, gastrointestinal suppression,
and bronchial dilation.
The parasympathetic nervous system (rest and relaxation) is responsible for counteracting
the sympathetic nervous system to return the body to homeostasis. When the sympathetic
nervous system is stimulated by constant stressful conditions such as fear, anxiety, and
depression, which is expected within the first few days postpartum, mothers may experience a
delayed return to homeostasis. Coupled with the transition to motherhood and the maternal roles
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within the motherhood constellation, physiologically-speaking, the body may be under a constant
“flight or fight” response. Constant stress can have adverse effects on the body, such as an
increased incidence of high blood pressure, high pulse rates and breathing rates, and low blood
oxygen levels. These symptoms can increase an individual’s susceptibility to other illnesses (e.g.,
the common cold), further adding more stress to the body. The body has the potential to
recognize and handle stressful events that are perceived as threats through the activation of the
parasympathetic nervous system (Tobin & Ansari, 2017). The use of mindfulness and deep
breathing can be useful tools used to bring the body back to homeostasis, and further help
mothers develop a sense of awareness that will provide a way to ameliorate the emotional |
physical responses of stressful events and situations and their effects on the body during their
transition to motherhood.
Developing Self-Love, Self-Care, and Self-Compassion in Matrescence
In Chapter 1, I began this study with several questions to investigate. When I began this
study, I did not know where to begin or where it would end up. With the phenomenological
capacities of emergence and contingence, every day became an opportunity to learn more about
myself through this journey. Little did I know that I was engaged in this study before I was even
aware it was a study! When I was pregnant with my first child, my ontologies were changing as
my phenomenological events were manifesting through my day-to-day lived experiences. It is
these day-to-day experiences that have been added together as data points to present this selfstudy that I am concluding. In Chapter 1, my questions for investigation emerged based on my
stage of matrescence at the time. So, I believe it is appropriate to revise some of them to see just
how much my ontologies have developed throughout this self-study journey: What is a healthy
and ideal pregnancy? What are the pregnancy-related risks for women with my pre-existing
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conditions, and what is the outlook? How is the prenatal and perinatal health of women of color
in the United States? What are some of the challenges I faced after childbearing and rearing?
How can there not be bias in a self-study? So, what if there is any? Can a self-study on
pregnancy be considered valid research? What will I discover about myself that I do not already
know?
In Chapter 1, I conducted a literature review to formulate responses on what is a healthy
and ideal pregnancy? What are the pregnancy-related risks for women with my pre-existing
conditions, and what is the outlook? How is the prenatal and perinatal health of women of color
in the United States? What I learned gave me the preface to engage in an observational study in a
birth education setting. In the Summer of 2018, I entered a birth education setting and began an
observational study to learn from others who were navigating the prenatal process. It was
through this experience and my unresolved personal emotions of my transition to motherhood
that had arisen that I decided to make myself the research subject for my study on maternal
wellness. It was through the birth resources shared with me that I learned of the term
matrescence and thus became the exclusive subject for Chapter 2. It is through this chapter that I
began to dissect and interrogate my transition to motherhood and answer: What are some of the
challenges I faced after childbearing and rearing? After beginning to share my birth story with
others, I learned of the term obstetric violence. Chapter 3 is a continuation of my transition to
motherhood and hones in on the emotional response of why I decided to engage in self-study.
This chapter also provides the narrative piece of my first-hand experience of obstetric violence.
It is through this chapter that I revisited the question: How is the prenatal and perinatal health of
women of color in the United States? I asserted my narrative in what Ardener (1975a, 1975b)
described as the experiences of women in marginalized or muted groups (muted group theory).
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Based on the literature available and the severe underreporting of women who experience
obstetric violence, this chapter would classify as a way to combat the issue of monosemia and
monophonia in maternal issues.
The obstetric violence chapter is solely from my point of view and provides a detailed
narrative of my second birth event or transition to motherhood. This chapter is primarily a
descriptive narrative, I was concerned about the validity of its impact and if it would classify as
research among my colleagues. How can there not be bias in a self-study? So, what if there is
any? My predisposition in this chapter by nature would be informed by my own experiences, and
my experiences are informed by bias, some of them not of my very own. Guba and Lincoln
(1989) described that although objectivity in research is ideal, it is not real. Researcher bias or
subjectivity is inevitable and that accepting it as a part of research is a natural part of authentic
inquiry. Alexakos (2015) described that “authentic social life interactions involve multiple voices
and perspectives“ (p. 22) and any research conducted should be reflective of this idea. I advise
saying that although this chapter was primarily my voice and my perspective, the social
interactions involved included perspectives beyond my very own (some explicit and some
implicit). I can only share in this chapter about the outcomes of these perspectives on my
experiences and how they made me feel. Which leads me to answer: Can a self-study on
pregnancy be considered valid research? Having thoughts and feelings does not make this type
of research any less valid than others, but offers a new perspective in carrying out qualitative
research and determining what matters most. It took me years to convince myself that what I was
doing was valid research. Part of those years I was fighting the effects of imposter syndrome. It
took the undertaking of this study for me to realize that all of what I was feeling emotionally,
physically, and mentally as a transitioning mother was completely within the range of normal
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based on social standards! Understanding self in relation to the community and the larger society
is essential in how one successfully transitions and navigates matrescence, and this ideology
needs to be reflected in birth education criteria.
Chapter 5 is an advocacy piece for reformed birth education. It introduces and outlines
the Holistic Birth Education in Matrescence (HBEM) framework in which mother learners | birth
educators work together to fulfill their birth education needs by assessing their relationship
through a societal, communal, and individual competency. This framework is a recommendation
based on what is already done by the International Childbirth Education Association (ICEA)
standards but helping the mother reassess her circle of care by developing awareness of her lived
experiences. For instance, had I had the in-depth knowledge of severe maternal mortality (SMM)
rates, the incidence of obstetric violence, and how to recognize the signs of it while learning
about birth preparation discussed alongside birth preparation, I believe my birth experiences
would have been different. My voice would have probably been louder, and my “No’s” stronger.
My circle of care would also have been better equipped on the communal level as well. The next
chapter section is dedicated to the last question: What will I discover about myself that I don’t
already know? I spent this whole journey trying to figure out the answer.
What Will I Discover About Myself That I Don’t Already Know?
When I began the journey to engage in a self-study on matrescence, I was compelled to
reassess my wellness. As the researcher and the researched, I had to look at my mental,
emotional, and physical health and how they were all connected in my transition to motherhood.
In 2018, I did not have the sense of awareness that they were. During my second postpartum
journey, I decided to give myself a “break” from feeling the pressure of trying to lose the weight
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I had gained from not one but two pregnancies. I had just been through a life-altering experience
precipitously and needed time to heal.
I was my heaviest, experiencing prolonged urinary incontinence, sustained sciatica, and
had weak abdominal muscles, which made it difficult to hold my children while standing for
prolonged periods. With my increase in weight, for my body frame, I was officially classified as
having class III obesity (having a body mass index greater than 40). In Chapter 1, I discussed
some of the risk factors I had during my pregnancy (e.g., high blood pressure) and how they
increased my risks of medical interventions during my birth events. After I had my children, I
realized even more how important it was for me to get to a healthier and safer status. But how?
All my life, I struggled to maintain a healthy body weight and did not know how to begin
engaging in a healthy lifestyle for weight loss.
Getting My Mind Right—A New Way of Viewing My Health Through Self-Care
Before I learned I was pregnant with my son, I was initially a candidate for bariatric
weight loss surgery. It was through my pre-consultation meeting with the surgeon that I learned I
was pregnant. Under the assumption that I was intended to fail at any attempt to finally make any
permanent changes in my health, I continued with my pregnancy, knowing the risk of carrying a
baby at my new and larger size had amplified. After I had my second child, it took almost 1 year
for me to meet with a new doctor and assess my health. Part of me did not want to be aware of
how much “damage” I had caused to my body, the other part involved taking ownership and
making lifestyle changes I was not ready to take on at the time. I was also still dealing with the
trauma of my second birth experience and had an overall distrust for doctors. Another part of me
was not ready to share my medical history with a new doctor even almost 1-year postpartum, as I
was still trying to articulate what had happened to me in the delivery room.
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I finally did visit a doctor and was referred to see an endocrinologist for weight loss.
Knowing my new weight, I knew I had to do something. My kids were dependent on me, and at
the then age of 29, I knew I could not continue going down this disparaging path. My
endocrinologist recommended long-term weight loss surgery and short-term weight loss
medication (an appetite suppressant) to jumpstart my weight loss. After researching the side
effects, I realized this medication would not solve my problems of maintaining lasting and
healthy weight loss. I decided my weight loss regimen would require a different approach. I
decided to enlist some of the mindfulness techniques I used in my pregnancy and during the
perinatal period to engage in building awareness on this new project. This required writing down
and reflecting on my day-to-day experiences. The first thing I noticed was how little time I had
for myself and how much time I devoted to my children and everyone else. I decided to begin
practicing self-compassion from this newfound knowledge, which involved mindfully-based
practices such as deep breathing, meditation, and exercise. It is through this path that the practice
of self-compassion helped me reaffirm the love I had for myself. Something I had not felt for a
very long time.
Neff (2003, 2009, 2011) describe self-compassion as an individual’s ability to empathize
with and have a caring and kind attitude toward the self when face-to-face with challenges and
suffering. Developing self-compassion invites the individual to acknowledge these negative
emotions and feelings and to work to alleviate them in a non-judgmental way, such as through
using mindfulness. Mindfulness is a “practice [that invites an individual to be aware and] allows
[them] to recognize that [they] are not [their] thoughts or emotions; it is meant to change [their]
relationship towards [their] thoughts and emotions” (Powietrzynska, 2014, p.98). Embracing
mindfulness allows an individual to find a deeper meaning and understanding more effective
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strategies to combat the negative emotions or feelings experienced––instead of avoiding them.
An individual who demonstrates self-compassion has a better outlook on his or her well-being
and fewer incidences of depression (Neff, Rude, & Kirkpatrick, 2007). Contextualized in
motherhood, a mother can demonstrate self-compassion by embracing mindfulness to reduce
anxiety, ambivalence, and personal inadequacies that can add stress to an already vulnerable life
stage and transition. This will allow a mother the agency to re-establish the confidence of her
maternal role and prevent future inadequacies of them from occurring. Smythe, et al. (2016)
supported that mindfulness is an effective way to help mothers achieve birth preparedness and
gives them the tools to feel more aware, empowered, and develop agency on the motherhood
process. The reflexive nature of embracing mindfulness in matrescence can allow mothers to
share their learning and knowledge of their experiences and emotions with other mothers
(Warriner, Hunter, & Dymond, 2016).
Forgiveness for Myself
After beginning this new wellness journey—with my children in mind, I wanted to relate
to my “old” self. My journey to wellness began with completing a few deep breathing exercises a
day. I did not know at the time that just a few breaths a day would lead to saving my life!
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Figure 8. A 66-pound difference. Summer 2018 (Left), Fall 2019 (Right).
As depicted in Figure 8, I lost almost 70 pounds since the beginning of my weight loss
journey using skills practiced in the art of mindful eating and mindful moving. Developing selfcompassion was a slow process as I did not fully embrace this way of thinking until after my
second pregnancy. Being aware of and embracing my new maternal identity taught me that it
was necessary to practice self-care. I now know the meaning of self-compassion and beginning
to embrace the idea of forgiveness. I had been through a life-altering transition experience, and I
was very hard on myself during this time. As part of my healing, I recognized I had to let go of
things that could not be changed—such as my past. My last birth event, however horrible it was,
taught me more about myself than I ever had known before. I learned that even though the
traumatic birth event has made me resentful and angry, allowing myself to feel this way during
my transition to motherhood was a part of the healing process. I learned how to forgive myself
for not being as resilient as I so desperately wanted. I also learned I do not need validation from
monomaternalistic standards to confirm I am a “good mother.” As I reflect on this situation, the
process of healing from a traumatic birth event is one of resilience. Just like matrescence,
gaining resilience occurs differently for everyone—and for this, I forgive myself.
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As I continue my journey through matrescence, I look forward to the road ahead and my
outlook on motherhood as I am learning to embrace it—hopefully with less fear and anxiety. I
hope any mother who is navigating matrescence and is within the motherhood constellation will
have an understanding that this period, although very difficult, is temporary. This period teaches
us things we never knew about ourselves. For me, I learned the importance of being in tune with
my emotions and not fearing them. They are a natural response to stimuli (either internal or
external), and instead of treating the effects as separate from the source, going straight for the
source taught me how to be in control of my physiological, emotional, and mental responses
through reflective practices such as mindfulness. Looking back at my experiences and making
the connection to the emergent and contingent nature of the event-oriented inquiry, I can say that
through the reflective practices of this narrative study, I have developed, processed, and learned
how to arm myself with a mindfulness toolkit to cope with the everyday changes of motherhood,
something I hope every transitioning mother or person can adapt to fit into their journey through
life events and discover more about themselves.
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CHAPTER 5: HOLISTIC BIRTH EDUCATION IN MATRESCENCE (HBEM)
FRAMEWORK
Abstract
In this chapter, I share and reflect on the personal narrative I presented in Chapter 3 (obstetric
violence) and my lived experiences leading up to and during matrescence (transition to
motherhood). This chapter represents the reflective piece of what I learned from my own birth
experiences, an examination of maternal health disparities, and an introduction to the Holistic
Birth Education in Matrescence (HBEM) framework which is an adaptation of Schlossberg’s
(1981) transition theory and motherhood learned competencies in societal, communal, and
individual matrescence as reflected in current birth education curricula and mother learners’
(student mothers’) ontologies and epistemologies during the emergent and contingent nature of
the transition to motherhood.
Why Am I Sharing My Narrative?
The Exact Turning Point in My Maternal Wellness Study
The emergence and contingence of this wellness journey taught me about the transition to
motherhood (matrescence), recognizing identifiers of obstetric violence, and the importance of
self-care and healing during matrescence. In the preface of this dissertation, I describe my path to
documenting my wellness journey as non-linear. It was through the phenomenological
experiences of my actualized pregnancy and motherhood that I was inspired to document my
lived-experiences and engage in a narrative study while pregnant. Chapters 1 and 2 provided the
much-needed background in research methodologies for engaging in an autoethnographic study
contextualized within theorized motherhood. I also discussed the term “matrescence” and the
paradoxical nature of monomaternalism and the motherhood mystique within a
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phenomenological study. Chapter 3 discusses my experience with obstetric violence during my
second transition to motherhood. In Chapter 4, I reflect on the ways in which the
phenomenological experiences of childbirth have informed my own transition to motherhood.
With the transition to motherhood superimposed on my experiences with obstetric violence,
healing, resilience, and forgiveness for myself became the products of my journey. Reflecting on
Tobin’s (2019) authentic inquiry, which aims to be ontological (what is revealed as the research
progresses), educative (understanding and respecting other perspectives), catalytic (what changes
are being made for the better?), and tactical (ensuring all participants benefit from the research),
provides a systematic approach to this type of research, ensuring both participants and the
researchers have and maintain agency during and after a study—I wondered how this journey
could be catalytic. How can I help other mothers? When I decided to do a study on maternal
wellness, I initially wanted to conduct research within a birth education setting. In 2018, I was
given permission by Birth Matters NYC (a birth education setting for expectant mothers) to sit in
on birth classes with other expectant families. As a person who had experienced multiple
pregnancies, given birth, and was currently researching in birth education settings, I was in a
unique position. At the beginning of the birth classes, I initially did an observational study where
I participated as a bystander. As a mother who had taken the class, I thought I would know what
to expect with regard to the course content and that my “gaze” or focus would be on the
participants, looking for ideas, trends, or anything that would spark my interest in directing the
research process in this study. As the sessions progressed, I noticed this same gaze became
redirected to myself. Specifically, the turning point for me was learning about the definition of
obstetric violence when the director of Birth Matters NYC shared some resources with me (e.g.,
an obstetric violence advocacy group called Birth Monopoly). It is through this organization’s
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work that I learned about the meaning of obstetric violence as the normalized mistreatment of
women in childbirth settings (Birth Monopoly, n.d.). Something to which my experiences were
akin.
Becoming Aware of the Unaware
As I reflect on this turning point at Birth Matters NYC, I want to share just how deeply
profound the experience of attending a birth preparation class postpartum was for me as a mother
| researcher. Shifting my research focus to myself was not my original intent, and my presence at
the birth classes I attended as a researcher in 2018 had me at a crossroads between being the
researcher and the now researched. I experienced many emotions as I sat in that room with all of
the expectant parents. Emotions that I could not even articulate as I was trying to figure out what
was happening to me. As the sessions progressed and the content became more delivery room
focused, I found myself feeling emotionally conflicted. I did my best to not let this show on my
face during the session.
I noted this sensation in my field notebook. Not knowing at the time that this marginal
note would be the preface of my newfound phenomenological study, I continued with the
session. I was finally asking the questions Tobin’s (2019) work on authentic inquiry on
hermeneutic phenomenology: what is happening and why is it happening? This angry marginal
note required a deeper interrogation of my metacognition. I recalled the moment in which the
birth instructor described moments of consent between patients and their providers in the
delivery room. Reflecting on my own experience, I felt cheated out of a birth experience that
could have been beautiful and memorable. I wanted a “do-over.” I realized I was still wearing the
emotional baggage of my traumatic experiences from my last birth experience in the delivery
room and the only way I could move forward in this study was to examine my own transition to
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motherhood. The brewing anger and rage I felt at the birth preparation sessions was too strong to
overlook. When learning about mothers’ rights in the delivery room and informed consent, I
finally said to myself: Vanessa, you need to speak up. Specifically, when hearing and learning
about the disconnect between hospital staff and the birthing mothers’ needs, I realized that this
was the case for my last birth experience. As the sessions progressed, I listened and watched
intently, as if I was hearing this information for the first time. I was hanging on to every word
that was said while simultaneously asking myself: Why does this information sound new? When
I experienced the birth session the first time as an expectant parent in 2016, the birth educator
had described strategies for advocacy in the delivery room. As a person who had put her trust
into medical professionals––because after all, they knew best—I did not understand at the time
just how vital her advice was. I was under the misconception that if I went to college, got a good
job, and had health insurance, this would be the gateway to better hospital access and care. This
would be the reward for my hard work and dedication––an all-access pass to better healthcare
treatment that would result in a positive birth outcome. My mother, who is a healthcare
professional and who had single-handedly experienced obstetric violence while giving birth to
me, advised me on my hospital choice as being the number one solution to equitable prenatal
healthcare access.
At the time, I thought it was odd that my mother, as a healthcare practitioner, would have
this point of view on healthcare. Don’t they all go through extensive education and training to be
certified as practitioners? I can recall the countless times my mother had needed emergency
care, and as her support person, I have often witnessed her negotiate hospital choice with the
emergency medical responders. At the time, I thought this was trivial of her. “Mom, why would
you travel five miles when there is a perfectly good hospital right down the street?” I asked her
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during a medical emergency. Her response was, “The other place knows who I am and will give
me more respect; they know I am a nurse.” This experience is representative of the many choices
marginalized individuals (no matter their socioeconomic status) must make daily to stay alive.
As a pregnant woman of color, the idea of treading cautiously on hospital choice seemed
illogical to me. As a person who has worked in the public health sector, I could not imagine a
health professional intentionally harming a patient intentionally. It was against the very oath they
took to become health professionals. Reflecting on the Hippocratic Oath, the idea of a medical
doctor “remember[ing] that there is art to medicine as well as science, and that warmth,
sympathy, and understanding may outweigh the surgeon’s knife or the chemist’s drug,”
(Lasagna, 1964, para 4) as the foundation of their commitment during this ritualistic rite of
passage goes against the very practice of how medicine is done (Lasagna, 1964, para 4). The
standards set forth by the oath are contradictory to the current practices and trends of medicine I
have observed over my years in matrescence.
Maternal Health: A Current Public Health Crisis
After my birth education observational experiences and my newfound research interests
that led me to this study, I decided to hone in on the emotional conflicts I experienced during the
birth class. Utilizing Tobin’s (2019) authentic inquiry methodology, I probed in to these
emotional conflicts, to learn more about myself during these difficult moments. I constructed a
greater understanding of the third tenet of authentic inquiry (Tobin, 2019) to answer: What more
is there? With the base knowledge of pregnancy and matrescence acquired from chapters 1 and
2, I proceeded to the next part of this wellness journey to find out why I may have experienced
the newly defined acts of obstetric violence in my own transition to motherhood. My initial
research revealed that my experiences are very common but often goes unnoticed in healthcare.
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The birth trauma I experienced was part of a larger systemic concern centered around the social
determinants of health (SDOH). As defined by the U.S. Department of Health and Human
Services (2021), SDOH are “conditions in the environments where people are born, live, learn,
work, play, worship, and age that affect a wide range of health, functioning, and quality-of-life
outcomes and risks” (para,1). My experience of medical mistreatment as a Black mother was a
byproduct of years of disparate structures that reinforced the constructs of these determinants of
health. Villarosa’s (2018) New York Times article points out that mistreatment occurs
disproportionately to marginalized women. Of the SDOH discussed in the article, Villarosa
(2018) highlights that some women of color, despite having access to resources (e.g., education,
income, health insurance) that may affect their quality of life care, are still experiencing higher
mortality rates than Whites. But, why and what does this mean for my study? As a woman of
color who has experienced birth trauma and mistreatment in the delivery room, I no longer felt
comfortable with these disparate rates. Especially when adjusting for social conditions such as
income and education which are both definitive factors of health care access for most in the
United States, women who look like me have an increased risk of dying from pregnancy and
childbirth. The mortality rates are an explicit and known entity that exists within healthcare.
However, when probing into some of root causes such as medical mistreatment and obstetric
violence by providers this becomes harder to trace in healthcare settings. Establishing a causal
relationship between maternal mortality and the predictors of health is entirely by itself difficult
as it would require the acknowledgement of racism as a root cause of the systemic issues
plaguing our health care system. Up until the year 2021, racism has only been recognized as a
correlate in health care disparities experience and not a root cause. Per the WHO (2014) the
maternal mortality rate of 70% is due to preventable social conditions such as poverty,
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inaccessible or affordable healthcare, unequal access to resources or the low social status of
birthing people. When probing into the race of those who experience these social conditions,
they are disproportionately from those of marginalized communities.
In 2021, The American Public Health Association (APHA), a major public health
research organization finally determined that racism is a public health crisis and emergency.
(APHA, 2021). They also state that “racism structures opportunity and assigns value based on
how a person looks. The result: conditions that unfairly advantage some and unfairly
disadvantage others” (APHA, 2021). Addressing the social conditions that promote racist
policies and providing equitable strategic action to combat them can mitigate the maternal
mortality rates experienced by people of color. Nested within the constraints of obstetric violence
against people of color— lies racism.
“Do No Harm,” but for Whom?
I became a nurse because I don’t want what happened to me to happen to someone else. I
became a nurse because I had no voice, and I wanted to protect you. I knew that by
becoming one, I would be able to play my part in a system that has no respect for their
patients...especially for those who may look like me and you. Being a nurse was not
enough...I became a nurse educator so I can teach the core values of nursing under the
oath I took. Sadly, not every medical practitioner lives by this.
–Nurse Christley Ramdheen (My mom)
There were almost 3 decades between my mother’s birth experience and mine, yet the parallels
between our experiences could not have been greater. I could not ignore the fact that though time
had passed, we were both holding on to the trauma from our experiences. In chapter 3, I
discussed my experience with different types of trauma from my birth experience. Contextually,
I am framing this section of this chapter on directing the gaze at intergenerational trauma (trauma
involving a collective or group and their experiences of adverse events that may be deemed
traumatic. The more I learned about obstetric violence, the more I revealed about myself and
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made meaning of what happened to me in the delivery room. I was changing with the knowledge
and no longer felt comfortable with what had happened to me. When looking at my traumatic
experiences through a healthcare disparity lens, those who exist at the margins are more
susceptible to experiencing acts of obstetric violence. This type of violence is recorded through
the grim outcomes of severe maternal mortality (SMM) rates and infant mortality rates. But what
leads up to this are the transgressions of biased healthcare quality that is permissible under
current law and medical practices? In the National Vital Statistics Report, Xu, Murphy,
Kochanek, Bastian, and Arias (2018) stated that in 2016, the United States had a total of
3,945,875 documented births at a birth rate of 12.2 births per 1,000 people, a statistic that
included a fertility rate of 62 births per 1,000 women ages 15–44. Tucker, Berg, and Callahan
(2007) concluded in their study that African American women in the United States are four times
more likely than their White counterparts to die during pregnancy or childbirth. As maternal and
infant mortality has become a public health crisis, the inequities that exist in the current
healthcare infrastructures continue to be masked by the systemic issues of racism and the
stressors of the experiences of racism for women of color.
Probing Into the Irrational Fear of the Healer
Iatrophobia, which is the irrational fear of medical doctors, was reexamined by Harriet
Washington (2006) in her book, Medical Apartheid. She described that this irrational fear does
not apply to Black people, as there is a long-time standing ideology of distrust within this
community as it pertains to medicine and research (Washington, 2006). Stemming beyond the
cornerstone horror case of the Tuskegee Syphilis Study, which was pivotal in denouncing
differences between Blacks and Whites in medicine from 1932–1972, the “do no harm” phrase
was tantamount to recognizing the significance of a National Independence Day on July 4, 1776,

120

for a select few. Because all Blacks in the United States did not receive full emancipation from
slavery until June 19, 1865, they continued to be subjected to unfair treatment in all facets of
fundamental human rights, including in medical practices. Washington described that
“historically, African-Americans have been subjected to exploitative, abusive involuntary
experimentation at a rate far higher than other ethnic groups” (p. 21).
Furthermore, Washington (2006) coined the term Black Iatrophobia (fear of medicine)
and elaborated that “the heightened African-American wariness of medical research and
institutions reflects a situational hypervigilance, it is neither a baseless fear nor a fear of
imaginary harms” (p. 21). James Marion Sims, a renowned obstetric gynecologist, received
heavy criticism for exploitative and abusive experimentation on women of color during the 19th
century (Washington, 2006). Despite heavy criticism from his colleagues on moral grounds, his
continued use of Black women for medical science advancement superseded the ethics of
experimentation. When considering the history of medical testing on Blacks and Washington’s
notion of heightened wariness described as hypervigilance, the perpetuation of racial bias that
exists today is not exclusive of these historical events, but a mere manifestation of them. One of
the byproducts of this horrendous history is the lack of trust between medical practitioners and
marginalized and disenfranchised communities. Provider distrust weighs heavily on marginalized
communities and their successful adherence to healthcare. This further creates a gap in health
equality and just one of the many reasons why racial disparities such as maternal mortality exists
within the current healthcare system. Jacobs, Rolle, Ferrans, Whitaker, and Warnecke (2006)
suggested in their study on African Americans’ distrust of the healthcare system that there are
many underlying factors that contribute to these perceptions alongside historical
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disenfranchisement. The most common factor for causing distrust toward physicians is the
experience of patient discrimination. Jacobs et al. (2006) further state:
As participants in the groups indicated an expectation of discrimination can lead to
distrust and, in turn, can lead to avoidance of care. This is not to blame African
Americans for health care disparities but rather to highlight the fact that even when
discrimination is not a conscious or unconscious intent expectations likely have an impact
and need to be addressed. (p. 645)
They also encouraged healthcare providers to work harder to understand their patients, which
means practicing cultural humility with their most vulnerable groups to reduce the conscious and
unconscious biases that provoke patient distrust (Jacobs et al., 2006).
Nuru-Jeter et al. (2009) conducted an exploratory study with a focus on African
American women’s experiences in healthcare and concluded racism affects health outcomes as
the women they surveyed self-reported feeling discrimination during pregnancy, which showed
an “empirical link” to having adverse birth outcomes such as low birth weight or preterm labor.
Barnes (2008) states that “stress and racism are constant factors in African-American women’s
lives and are inseparable from their pregnancy experience” (p. 293). These factors have a
correlative relationship in which women of color often experience both at a very young age,
perpetuating the stress response over their lifetime. Maternal stress and mothers’ responses are
linked to fetal development. When looking at the growing fetus in a mother, researchers have
identified the pregnant body’s natural response to stress, which includes cortisol crossing the
fetal blood-brain barrier that can be damaging to its development. Cortisol is a stress hormone
released as a result of negative feedback on the hypothalmic-pituitary adrenal axis (HPA axis) in
the body (Porges, 1997, 2001). Cortisol released from the adrenal cortex (in the HPA axis) is a
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direct result of the body’s fight or flight response of the autonomic nervous system (Porges,
1997, 2001). As part of his development of the polyvagal nerve theory (a theory that posits the
vagus nerve as being interconnected with the brain), he made the connections between
somatomotor and visceromotor components of the mammalian social engagement system,
elucidating how the body’s response to senses such as hearing a soothing voice can make an
individual feel safe.
Porges’s (1996) work on polyvagal nerve theory was born out of fetal distress studies on
heart rate variability during the first and second stages of labor. Per Tucker, Berg, Callaghan, and
Hsia (2007), the conditions that can lead to fetal distress can be observed in both White and
Black women. Both experience conditions such as preeclampsia, eclampsia, abruptio placentae,
placenta previa, and postpartum hemorrhage during pregnancy, which can lead to death if
untreated. Despite this fact, based on inequitable health conditions, systemic racism, and the
stressors caused by the experience of racism, Black women are two to three times more likely to
die from these conditions as compared to White women (Tucker et al., 2007). Their infants are
twice as likely to die in their first year in comparison to White infants and are two to three times
more likely to be born preterm, premature, or underweight (Tucker et al., 2007). Being born
under these conditions can have a significant impact on these infants’ development, leading to an
increased risk of health deficits over their lifetime. So, why do these disparities exist? White
women make up the majority of birth rate cases, yet those who are of other marginalized races
make up the majority of SMM and infant mortality cases (New York City Department of Health
and Hygiene, 2019).
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Things Not Discussed in My Birth Preparation Course and Recommendations
It took me many years past my last birth experience to understand the impact of the
trauma I endured. It also took me many years to understand that this type of trauma is
preventable and avoidable, a burden that was lifted once I engaged in this study. For years, I
spent countless hours ruminating on my traumatic birth experience, almost as if I was a forensic
specialist trying to determine the cause of death––or who was at fault for the physical, mental,
and emotional distress I was experiencing. I realized my emotional experiences and responses
were instinctually inherent from centuries of systemic and historical racism that were much
beyond my control as an expectant parent of my racial background. Results of a study conducted
by the New York City Department of Health and Hygiene (2016) showed that even when
controlling for socioeconomic status or educational attainment, Black, non-Latina women had a
higher SMM as compared with White women with less than a high school degree. Even though I
am writing this chapter as an employed, highly-insured, PhD candidate, my status as a highly
educated individual did not protect me against the obstetric violence practices I experienced in
the delivery room, mostly because the resources I needed were not readily accessible and I was
unaware of my options. All women should be aware of the dangers of obstetric violence, and it
first starts with how they are educated. Therefore, I am advocating for the HBEM framework. I
define HBEM as a theory or framework for meeting the needs of all women navigating
matrescence in birth education settings. The next section is dedicated to discussing the HBEM
framework and how it can influence teaching practices within birth contexts.
Holistic Birth Education in Matrescence (HBEM) Framework
Matrescence (the transition to motherhood), as described by Stern (1995) and Stern and
Bruschweiler-Stern (1998), is a process that begins at early pregnancy and continues through
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delivery and the first years of an infant’s life. Matrescence is different for all women and
different for every pregnancy; therefore, I advocate for all families to revisit their birth
preparation when expecting. Unfortunately, not all women are afforded the same opportunity to
engage in birth education classes, and most comprehensive birth classes are not considered a
covered line item on health insurance plans. If they are covered, then expectant parents may have
to pay a deductible fee. Because childbirth classes are not mandatory, the extra cost can be more
of a financial burden to those who are preparing for parenthood. There are many non-profit
organizations that offer childbirth classes––but the classes may not be available to all (depending
on location). Those who genuinely seek this type of service opt for classes provided by privately
run education agencies, which come with hefty out-of-pocket costs. Classes are usually
recommended to be taken between 6–8 months of pregnancy and can last as long as 8 weeks
(Murkoff, Eisenberg, & Hathaway, 2002). Most birth class contain a focus on preparation
through the trimesters of pregnancy, the birth event, and the first few weeks postpartum. Birth
class options can also vary by techniques used for birth coaching. Because of the differences in
content, knowledge of birth class type offerings is very important when making the decision to
engage in birth education. Lamaze, Bradley, Alexander, and the ICEA are just a few examples of
the different types of frameworks used to guide birth education today. Per Murkoff et al. (2002),
all childbirth classes have one goal in mind: to provide pregnant women and their partners with
the tools and information that makes the birthing experience as positive as possible. Preparation
in the general context can help mitigate anxiety and planning for the unknown. So why aren’t
childbirth classes mandatory?
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The Privilege of Access
When I became pregnant with my first child, I learned of Heidi Murkoff’s (2002)
bestseller book What to Expect, When Expecting. Since it was written, it became a rite of passage
book for all women to read in preparation of pregnancy in the United States. My OBGYN even
recommended it to me. When I viewed the cover of the book I saw a rather young pregnant
mother (assuming the author Heidi). She looked nothing like me. She was fit like a model with a
rounded and full belly, and White. Was she real? What kind of relevant advice does she have for
me? Knowing that everyone’s pregnancy is different and reading Murkoff’s advice book, I
questioned her positionality in writing this book for all mothers in preparation for motherhood.
While informational the first time around, it was actual quite not that useful in understanding and
handling the unfortunate situations of obstetric violence I faced in my last pregnancy. I re-read
the book as a researcher and felt disgusted by the language and voice used to describe patient and
provider relationships on what to expect during a pregnancy. Providers are often described as
altruistic and looking out for the interest of their patient. Families are assumed to be supportive
and include a mother and spouse. The book also offers advice for women in the workplace and
advocating for their rights. Many of the social and cultural situations described did not even
apply to my own paradigms. While the book is useful and offers a glimpse into what to expect in
the preparation for motherhood, I thought it wasn’t adequate enough in preparing mothers who
are marginalized. With the emergent and contingent nature of this research I later realized in this
study that Murkoff’s book is a monosemic best seller of motherhood and it is through her
perspective she shares these nuggets of wisdom to expectant parents. Her voice and her
perspective further perpetuates the privileged one mother narrative of monomaternalism. What
does privilege in motherhood look like? Compounded on historical disenfranchisement,
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conscious and unconscious racial bias in medical treatment, and the significant statistical
differences in health outcomes between White and Black mothers, the one mother narrative
continues to be a larger threat to Black women experiencing the transition to motherhood.
In the previous section, I mentioned the many ways in which birth education is accessed,
and depending on funding and resources, class content quality can vary (Murkoff et al., 2002).
When assessing the need for childbirth education, there are many factors to consider, such as
location/accessibility, cost, and the birth framework followed. Privatized birth education classes
tend to be conducted in smaller and more intimate settings (e.g., private home), which enables
expectant parents to bond with others and engage with the instructor in ways that are more
extensive than in public options (e.g., hospital). There is also a concern that a provider’s birth
education classes afford the autonomy to push a medical intervention agenda (Murkoff et al.,
2002). This was one of the reasons I opted for a private birth education class setting. Though I
was in a financial situation to make this choice, other expectant parents who may benefit from
access to these classes will not be able to engage in them based on the factors I previously
described. Despite the disparities in birth data trends that confirm inequitable outcomes in the
most vulnerable populations—preparation for birth and the access to educational resources boils
down to socioeconomics and access.
Defining the Mother Learner | Birth Educator Relationship
In a birth education setting, there is a codependent relationship between the mother
learner and the birth educator. Though there are power differences between the stakeholders in
this relationship, they are dialectically engaging in learning. The codependence involves a sense
of humility for both, meaning the birth educator is not omniscient and the mother learner is not
naïve, during the times of information exchange and learning. Alexakos (2015) defined the role
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of dialectics and depicted them with a Sheffer stroke ( | ) to show the interconnectedness of
opposites and the codependence of their opposite relationships. I use the Sheffer stroke to outline
the mother learner | birth educator dialectic and the codependency inherent in their relationship. I
define the mother learner as a woman who is actively seeking the experience of engaging in
matrescence. This is different from the general term of matrescence in that all transitioning
mothers go through this transitory phase, as the mother learner is instead going through this
phase with a degree of awareness and propensity involving Schlossberg’s (1981) transition
theory elements of a mother evaluating her situation, self, support, and strategies while
navigating her own matrescence.
The birth educator guides the transitioning mother in her learning process of matrescence,
therefore meeting the mother at her zone of proximal development. I used the mother learner |
birth educator dichotomy, the theory of matrescence, and Schlossberg’s (1981) transition theory
to define a methodological bricolage framework called the HBEM framework. The HBEM
framework involves three core competencies in matrescence: societal, communal, and individual
(see Figure 9). These three core competencies are further broken down to include not only
current infrastructures a mother in transition has access too, but be the pillars in addressing her
needs to attain and maintain optimal health while in matrescence. The three competencies (which
are not exhaustive) are resource platforms that a mother in transition can build relationships with
to ensure she is confident and successful in her own rite of passage to motherhood. For instance,
looking at the mother | birth educator relationship, this dialectic fall within the confines
individual and communal matrescence competencies, respectively. It is through the push and pull
relationships of the mother learner | birth educator that the resources available at these
competencies would be contingent on both the mother and the birth educators situation and
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selves. The content taught by the birth educator emerges to fulfill the needs of the transitioning
mother in preparation for motherhood. It is through this dialectic that the platform for providing
effective communication is key in promoting positive outcomes within these competencies as it
pertains to a mother’s situation, self, support, and strategies for coping during this transition
period. Thus, ensuring that the mother, partner(s), medical provider, and others perceive
themselves as nurturant stakeholders in the birthing mothers’ preparation and transition to
motherhood.

Figure 9. Holistic Birth Education in Matrescence (HBEM) framework and competencies:
Societal, communal, individual.
In the HBEM framework for birth educators, the mother explores the three competencies of
matrescence: societal, communal, and individual. In this model, there is an emphasis on the
period of matrescence (prenatal to a lifetime), rather than just through the phases of pregnancy,
birth, and postpartum (10–11 months), thereby expanding the level of preparation and knowledge
systems available to women in transition to motherhood. Currently, birth education class
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curricula are standardized by the ICEA, which emphasizes that childbirth educators can create
and modify content per their class needs but must demonstrate evidence of advocacy. I selected a
few of their tenets for emphasis in relation to the HBEM framework’s societal, communal, and
individual matrescence competencies: pregnant patients’ rights and responsibilities and informed
consent; effective communication with members of the circle of care; breastfeeding promotion;
pregnancy and birth as significant and life-changing events; avoidance of routine medical
intervention during pregnancy, birth, and postpartum; women-centered, baby-centered, and
family-centered maternity care; and consumer participation and advocacy in planning maternal
and newborn services at all levels of the healthcare system.
These tenets are idealistic and reflective of those who have a voice or are privileged
enough to have a voice in this context. I share the social, communal, and individual
competencies of the HBEM framework below and the recommendations for changes to the
content of current birth preparation education courses. This framework approaches childbirth
education with the use of cultural humility (meaning the instructor seeks to learn about their
mother learners and develop teaching practices and resources that are relevant to them) during
matrescence. It creates ways of learning to promote a more holistic approach to the transition to
motherhood. I revisit Schlossberg’s (1981) transition theory I outlined in Chapter 2 and adapt it
to the transition to motherhood. Mother learners | birth educators should look at Schlossberg’s
transition theory adapted to matrescence through a societal, communal, and individual lens when
approaching the teaching | learning experiences in the transition to motherhood.
Societal Matrescence
ICEA’s advocacy standards are all-encompassing in helping parents build their
confidence when in the delivery room and addressing members of their circle of care.
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Unfortunately, this advocacy standard in the curriculum does not reflect tools or strategies to
address the systemically and historically racist discrimination faced by mothers who are often
disenfranchised. The societal matrescence competency can be used to engage mother learners by
including content on understanding the transition to motherhood within the confines of historical,
economic, social systems, and industrial structures. This involves the birth educator practicing
humility in learning about the mother learners and developing content that can help these
mothers navigate the social barriers in maternal health, thus giving even those who are the most
vulnerable a means to be agentic in their transition to motherhood. Schlossberg’s (1981)
transition theory, when applied to the theory of matrescence, involves the mother being able to
harness and continue to build social awareness of this phase of motherhood.
One of the main reasons women attend birth education classes is to learn how to navigate
the institutions and social infrastructures that are essential during matrescence. The first two
criteria from Schlossberg’s (1981) transition theory, situation and self, are applicable here.
Situation involves the planning of conception (e.g., is this a desired pregnancy?) and self
involves demographics and psychological outlook (e.g., is the woman mentally, physically,
emotionally, financially, socially prepared for this baby?). This competency also becomes the
platform or foundation for understanding the communal competency of matrescence. No matter
what decision a woman makes on an individual level, the societal systems in place that allow her
to be able to make these active choices are a reflection of her “situation” and her “self” within
these social structures.
Communal Matrescence
Though mother learners have a foundation of learning about the social implications of
motherhood, the communal competency of matrescence is used to engage these mothers in
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exploring their options within her localities. Localities can include social infrastructures, family
members, members of the medical team, and other kinships. Navigating the transition to
motherhood with the support of these social systems in the community can invite a mother to
reaffirm and reacquaint herself with norms, religion, values, and customs; establish family units;
and develop effective communication with her circle of care. The third criteria from
Schlossberg’s (1981) transition theory, support, is applicable here. Support refers to family and
community networks (e.g., does the woman have the desired social support? If she doesn’t, how
can she develop this support?). It is also through this competency that the mother builds a
foundation for understanding more about herself in the evolving journey of matrescence.
Individual Matrescence
The individual competency of matrescence contains a focus on developing agency and
advocating for personal needs, goals, rights, and responsibilities in the transition to motherhood.
This tenet is conditional on the first two, and how a woman navigates matrescence. In the
individual competency, a mother will learn about her changing body in relation to her “situation”
and her “self” and make decisions that affect her transition to motherhood. For instance, based
on what she learns about infant care in her birth education curriculum, she may decide to
breastfeed her baby. As pregnancy and birth are significant and life-changing events, a mother
may decide to make life-changes to support her choice of breastfeeding or she may choose an
alternative method instead, based on her understanding of the first two competencies. This
practice is continually evolving and can change at any point during matrescence to fit her
individual needs. A mother may decide to transition to alternative methods based on her situation
and self within the societal and communal competencies (e.g., returning to work), and therefore
her navigation within these areas is continually evolving. Building awareness of these
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competencies can help the mother develop agency in times of conflict (e.g., feeling
overwhelmed, anxiety, depression). The agency built around these competencies can reduce the
incidence of helplessness during this delicate time of motherhood. The fourth criterion from
Schlossberg’s (1981) transition theory, strategies for coping, is also applicable here. If a mother
is exhibiting signs of depression, what resources are readily available for her that can assist in the
transition to motherhood? Ultimately, her preparation and awareness of the other competencies
will determine how well she manages in this competency.
Breastfeeding––A Vignette from My Birth Education Class Visit as a Researcher in 2018
As we were finishing up the class section on the benefits of breastfeeding for the
expectant parents, I remember a time during my birth preparation that I was hesitant to
breastfeed. Part of my hesitations had to do with the fact that I had not witnessed breastfeeding,
nor did I breastfeed as a baby per my mother. Between 2016 and 2018, I spent much time
researching breastfeeding and its long-standing history. Though the narrative “breast is best” has
a counternarrative of “fed is best,” I never knew where the ideologies of both originated. I
remember my birth educator during my 2016 session surveyed the parents in the room about
whether any of us intended to breastfeed. Many hands went up in the air. I observed how
confidently many of the other mothers raised their hands. I half-raised mine. Being the only
woman of color in the room, I was not sure how my concern would be viewed. I honed into my
hesitations and did more research. I learned about the stigmatization of breastfeeding in people
of color stemming back to slavery. I came across a poem widely used during Black Breastfeeding
Week, which occurs at the end of August every year. An advocacy group established this event to
address and shed light on the disparities in breastfeeding among women of color and their
counterparts as well as address the historical stigmatization and racialized history of “wet

133

nursing.” A wet nurse is described as a woman who cares for and breastfeeds a child (not her
own). In the historical context, it has a negative connotation, specifically during bondage and
enslaved times for people of color. Although the positive benefits of breastfeeding are vastly
depicted in extensive scientific research, for those who have been historically disenfranchised,
breastfeeding can be stigmatizing. Breastfeeding within the Black community is often
overshadowed by the negative connotations of wet nursing history (West & Knight, 2017).
Though the connection between mother and baby is promoted during breastfeeding, feminist
Hess Love wrote a very powerful poem that sheds light on the strain of wet nursing on slave
lives and highlights how the mere act was used as an oppressive tool during bondage.
I wish I dried up
by Hess Love
“I wish I dried up
I wish every drop of my milk slipped passed those pink lips and nourished the ground
Where the bones lay
Of my babies
Starved while I feed their murderer
I wish I dried up
So the missus babies would dry up too
And be brittle
So I could crumble them to dust
Return them to the ground
Where all children of my bosom lay equal”
Race, History, and Implications of HBEM
As a first-time mother preparing for the transition to motherhood, the “breast is best”
narrative was synonymous with being unfree, and being bottle-fed was synonymous with
freedom and flexibility after learning about the history of breastfeeding (with racist references).
My preconceived notions about breastfeeding became clear and revealed why I was ambivalent
about breastfeeding initially. I realized the transgenerational or intergenerational trauma of wet
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nursing had triggered an implied bias within my perspective on breastfeeding. Not all women
carry the burden of violence and wet nursing, but for those who do, it can be scarring. West and
Knight (2017) attributed this viewpoint to the stereotypical “mammy” connotation and possibly
the perception of what Black motherhood looks like, stating she is a woman who is “loyal and
devoted to her ‘white family,’ mammy put[s] all her energies into domestic work that sometimes
included wet-nursing” (p. 48). Mammy represented idealized Black womanhood for White
slaveholders, and therefore the monomaternalistic perspective of women at the time was
overshadowed by the relationships of bondage. Per West and Knight, “Wet-nursing provides the
most literal and emblematic example of this manipulation of motherhood” (p. 47). Yet, in the
United States, monomaternalistic ideals continue to promote the White, middle-class ideal of
biocentrism as the universal truth. Currently, breastfeeding can be traumatic for some, which can
help explain why Black mothers are hesitant to breastfeed their own children today. Though the
barriers to breastfeeding are not as explicit as slave bondage today, there are many reasons
women of color may choose not to do so. Some of this decision power can be attributed to
structurally racist economies that can have negative effects on families that experience a job loss
or cannot bear the burden of time off from work after the birth event. Breastfeeding is a very
time-consuming task of motherhood and is often recommended to be done for at least 6 months
postpartum. Even with knowing the benefits of breastfeeding, as a descendant of those who have
survived enslavement, indentured-servitude, and being exploited, the historical burden of it all
weighed very heavily on my hesitation in making the decision to breastfeed.
The Struggle with Breastfeeding is Not an Individual One
I had a chance to reflect on both my 2016 and 2018 experiences as a mother learner and
researcher, respectively. Per my last observational session, I asked my birth educator about her
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challenges with breastfeeding promotion as part of her curriculum, especially for women of
color. Unfortunately, she noted she was not aware of the stigmas that existed in the Black
community and stated she was very interested in learning more. I am grateful for her humility in
recognizing her limits and learning, as she could have dismissed my concerns as invalid. I was
grateful for the opportunity to learn from her but also recognized there was vital information
missing within my birth education experiences from which I could have benefited—had my birth
educator prepared for this. This type of preparation would fit into building awareness in the
societal competence of matrescence, such as understanding the history of breastfeeding and ways
to combat the narrative. La Leche League International, an organization that works with lactating
mothers to promote healthy breastfeeding relationships, can be enlisted as part of the societal
competence and communal competence. The Black Mothers Breastfeeding Association
(BMBFA), an organization that focuses on healthy breastfeeding relationships while addressing
the racial disparities in the Black community, can reach these mothers at all three levels of the
HBEM competencies. This organization has built its mission and vision on the awareness of
breastfeeding concerns in the Black community by using direct service, education, and
advocacy––their goal is to reduce racial inequities in breastfeeding support for Black families.
During my transition to motherhood, I was aware of La Leche League International, but based on
where I lived, finding an affiliate was difficult for me. Coupled with my postpartum “baby
blues,” I was reluctant to receive extra help. Reflecting on my transition to motherhood and my
experiences with postpartum “baby blues,” the idea of seeking external help beyond the
household or myself was something I was not ready to do. When comparing organizations that
promote positive maternal relationships in the transition to motherhood, what was evident was
the societal impact they aimed to have for all women. These organizations would be nonexistent
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if they were not needed to be advocates for issues surrounding maternal health and wellness.
Childbirth education curricula need to be reflective of the awareness of the issues these
organizations address within the communities in which they reside. This awareness not only
opens the door for dialogue between the birth educator and the organizations of interest, it
becomes a real-time educational feedback loop that can change the way birth education is
administered and received.
Why the Advocacy for HBEM?
As I outlined the three competencies of the HBEM framework in the previous section, I
want to discuss further the importance in birth education in this section. Through the navigation
of these systems, the mother gains her confidence in the transition to motherhood successfully.
The mother learner | birth educator relationship drives the content on how these competencies
pan out in a birth class setting. This is the one way of ensuring the mother learners’ needs for
motherhood preparation are being met. As the birth educator, the responsibility of reflecting on
the societal, communal, and consequently the individual competencies within the birth education
curricula shows an adaptation has occurred and provides a prophylactic service to mitigating or
lessening the incidence of postpartum complications such as postpartum depression. Also, to
promote diverse mother learner | birth educator dialectics, childbirth education needs to be an
option within the healthcare system for all.
Currently, childbirth education is not mandated, and those who do opt to take these
classes are entering a disparate system of birth preparation in which the quality of content
offered is synonymous with socioeconomics, thus, perpetuating the monosemic and monophonic
nature of monomaternalism. Until there are ways to open the opportunities for equitable access
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to birth education the content will always be one-sided, thus maintaining a disservice for all who
are transitioning to motherhood.
Going Beyond the Narrative to Make a Difference in Maternal Wellness
When I started this journey, I did not know where this study would end up or how the
research process would work in a self-study. Now, after writing this chapter, I see just how much
this narrative study has made an impact on my life. I began this journey by keeping a pregnancy
journal—noting the changes and phenomena that were occurring as I progressed in my
pregnancies. I began to take notice of patterns. I used methodologies in authentic inquiry and
emergence and contingence to ask questions such as what is happening, why is it happening, and
what more is there to learn? As I was attempting to answer these questions, I hit roadblocks that
were challenging—both academically and personally. The narratives I shared were a way to
document the climactic experiences that have resulted in my changing ontologies in the
transition to motherhood. During this process, I developed a sense of agency that allowed me to
build awareness on pressing issues in maternal health and wellness.
The first-person approach to this maternal wellness study was a way to offer a voice
behind some of the practical and traditional ways of understanding the crises occurring in public
health (e.g., obstetric violence and maternal morbidity). Thus, by bringing my body and my
experiences into academia, I was able to offer a perspective not seen in medicine or public
health—the muted voice. With the recommendations within the HBEM framework, I hope
childbirth education delivery begins to take on a more individualized approach to meet all
mothers at their time of need. I hope this type of study also inspires other mothers to share their
experiences in their transition to motherhood, therefore dismantling the monosemic and
monophonic perspectives of the one mother narrative (monomaternalism)—it is through the
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creation of polysemic and polyphonic ideals of motherhood that the one mother narrative will
become more inclusive and representative of all. In the context of this study, I coin this term
polymaternalism (the all mother narrative). I hope with the added voices we can shift the
monosemic views of monomaternalism and expand on the polysemic views of motherhood. As I
conclude this chapter, I want to point out that my contributing voice is just one narrative and it
will take many others to share their journeys to make an impact on the current trends in birth
education and motherhood.
Calling All Mothers—We Have Work to Do!
I invite all mothers to share their voices and expand on this work to promote an all
mother narrative for maternal health and wellness change. Like Michelle Obama (2018) wrote,
“There’s power in allowing yourself to be known and heard, in owning your unique story, in
using your authentic voice. And there’s grace in being willing to know and hear others. This, for
me, is how we become” (p. 421). By embracing our stories and sharing them, we have the power
to make change. I look forward to reading, learning and growing with you in this everamorphous journey of matrescence.
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